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ABSTRACT 

The Subcommittee on Health and the Environment met to 
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by Titles VIX and VIII of the Public Health Service knt. These 
programs are slated for repe-^1 by the Bush Administration in 1992. In 
particular the subcommittee heard testimony on the subject of 
critical shortages in training allied health personnel, shortages in 
clinical personnel for laboratories serving rural hospitals, 
continuing problems encouraging disadvantaged and minority students 
to enter health sciences careers, and the need to expand the training 
of mid-level nurses, nurse practitioners and midwives. The 25 
witnesses represented many professional associations and educational 
institutions including: Deborah M. Bash for the American College of 
Nurse-Midwives; Marvyn M. Dymally, California Representative? to 
Congress; Leopold G. Selker, American Society of Allied Health 
Professions; Andrea Morales, a fourth year me^^ical student at the 
Texas College of Osteopathic Medicine; Robert R. Graham, of the 
American Academy of Family Physicians; and statements from 
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Ambulatory Pediatric Association, American College of Physicians 
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HEALTH PROFESSIONS AND NURSE EDUCATION 



THURSDAY, MAY 30, 1991 

House of Representatives, 
Committee on Energy and Commerce, 
Subcommittee on Health and the Environment, 

Washington, D,C. 

The subcommittee met, pursuant to notice, at 9:45 a.m. in room 
2123, Rayburn House Office Building, Hon. Henry A. Waxman 
(chairman) presiding. 

Mr. Waxman. Today the subcommittee is meeting to receive tes- 
timony on Federal health professions programs authorized by titles 
VII and VIII of the Public Health Service Act. 

Title VII provides support for education in the fields of medicine, 
osteopathy, dentistry, veterinary medicine, optometry, podiatry, 
pharmacy, public health, allied health and health administration. 
Support for students comes in the form of loans, loan guarantees, 
and scholarships. Institutional support is provided through grants 
and contracts. 

Title VIII authorizes assistance for nursing education through 
direct a3sistance to students and institutional support for schools. 

These programs embody a wide spectrum of the health care, yet 
all share a common characteristic: Each has been slated by the ad- 
ministration for repeal. Actually, this is old news. The Bush admin 
istration proposal for fiscal year 1992 merely carries on a traditioi 
originating from the Reagan administration. 

This tradition has found little favor with Congress. Hi^corically, 
.his committee has repeatedly and f rmly expressed its oapport for 
continuing Federal funding for education and training of health 
professions students. 

While it is unlikely the administration's current proposal will be 
endorsed, the reauthorization process does provide an opportunity 
to consider the direction of these activities and the need for adjust- 
ment. 

Change is nothing new to these programs. Many owe their ori- 
gins to congressional initiatives in the 1960's, when their purpose 
was to increase enrollments at health professional schools and pro- 
mote the financial viability of these schools. Over time, the focus 
changed to emphasize education of primary care physicians and ad- 
vanced nurse education. 

The year 1991 marks a new decade where the demands of a 
budget crisis and the excitement of new opportunities are in con- 
stant struggle. It is not unreasonable that we begin this reauthor- 
ization process by asking if our existing priorities are properly tar- 

(1) 
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geted to the most pressing, most productive health professions 
needs. 

This morning, we will hear about critical shortages in training 
allied health personnel We will hear about personnel shortages in 
clinical laboratories serving in rural hospitals. We will hear about 
continuing problems encouraging disadvantaged and minority stu- 
dents to enter a health sciences career, particularly in the field of 
nursing. 

We will hear about the need to expand the training of midievel 
nuiBes, nurse practitioners and midwives, to help alleviate critical 
primary care shortages in underserved communities. 

All are legitimate concerns. All warrant our attention and sup- 
port. And all will require either an increase in current appropria- 
tions or a reallocation of existing priorities. 

If we are to consider new initiatives, and I hope we will, it should 
be in the context of their impact on existing programs and on the 
goal of promoting the most effective investment of what funding is 
available. 

We look forward to the testimony of our witnesses this morning. 
And let me call on members of the subcommittee for opening state- 
ments. 

Mr. Richardson. 

Mr. Richardson. Thank you, Mr. Chairman. 

Mr. Chairman, I commend you for holding today's herring on the 
reauthorization of title VII and title Vlll, the Health Manpov ^r 
and Nurse Education titles of the Public Health Service Act. These 
titles authorize critically needed Federal funds to provide health 
education for primary care practitioners and nursing professionals. 

I would like to take this opportunity to offer a special welcome to 
Allison Kozeliski, a registered nurse from Gallup, N. Mex., which is 
in my district. I look forward to hearing her suggestions on how we 
might improve the Nurse Education Act, her insight on how we 
might begin to provide better access to health care to the under- 
served, and the impact the nursing shortage is having in New 
Mexico and nationwide. 

Having said that, I would like to reiterate that point: There is a 
nursing shortage and it is having ^ negative impact on our ability 
to provide quality health care and to provide access to care for 
those most in need, the low-income women, children, and elderly. 

Recent reports on the nursing profession by the American 
Nurses Association and others indicate that one of every eight reg- 
istered nurse positions in hospitals goes unfilled. The scenario is 
even worse in nursing homes, where one in every five RN positions 
goes unfilled. 

Moreover, we are now in the fifth year of a ''chronic** nursing 
shortage that began in 1986. The only other nursing shortage of 
equal duration occurred in the 1950*s. 

I will shortly be introducing legislation to reauthorize the Nurse 
Education Act. I will be particularly interested in the testimony 
today. I would like to welcome Dr. Fitzhugh Mullan with the 
Public Health Service. He is indirectly a constituent, having served 
as former Secretary of Health and Human Services in the State of 
New Mexico. 
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Mr. Chairman, I am also interested in seeing how the Minority 
Centers of Excellence have been implemented, legislation we au- 
thored last year, with your help, and the primal y health care and 
primary health care syttem. Thank you. 

Mr, Waxman, Mr, Synar, 

Mr. Synar. Mr, Chairman, I am pleased to welcome rwo mem- 
bers of the Rural Health Care Coalition, Congressman Jim Cooper 
and Congressman Jim Slattery, to testify in front of the subcom- 
mittee. I commend both these gentlemen on their leadership and 
commitment to exposing the inadequacies that exist when it comes 
to serving the 60 million Americans who live in rural areas. 

The legislation they have introduced is extremely important to 
rural communities, and the focus of the Rural Health Car3 Coali- 
tion. There is a nationwide shortage of rural primary care provid- 
ers, almost 1,800, and as many as 25 percent of rural physicians 
are scheduled to retire in the next several years. 

H.R. 2231 serves to address this problem by requiring, as a condi- 
tion for receiving PHS funds, that medical schools have Depart- 
ments of Family Practice and require clinical experience in family 
medicine. 

I am also concerned about the continued shortage of clinical lab- 
oratory personnel in rural areas. H.R. 2405 provides a rational ap- 
proach to solving these shortage problems. Accessibility to basic, 
primary care services is absolutely critical to combat health man- 
power shortages in rural areas, 

I look forward, Mr. Chairman, to continuing working with you 
and the subcommittee members and the Rural Health Care Coali- 
tion on these issues and other legislation to benefit rural areas. 

Mr, Waxman. Thank you very much. 

Oui first witnesses are colleagues. Jim Cooper is a member of 
our Energy and Commerce Committee, and the author of H.R. 
2231, a bill to improve prima/y care training programs. Jim Slat- 
tery is also a member of the committee, and author of H.R. 2405, 
the Rural Clinical Laboratory Personnel Shortage Act. Mervyn 
Dymally is a Representative for the State of California, and long 
been interested in these issues. 

Congressman Solarz, author of H.R. 2438, will join us this after- 
noon. 

I understand Mr. Cooper, unfortunately, couldn't be with us be- 
cause he has to chair the session of the House. And without objec- 
tion, his testimony will be pui. in the record. 

[The prepared statement of Mr. Cooper follows:] 

Prepared Statemknt of Hon. Jim Cooper 

Mr. Chairman, thank you for holding this important hearing. I appreciate very 
much your persistent efforts to find creative bolutions to the problems affecting our 
health care system— both in our rural areas and on a national level. 

Aa Chairman of the House Rural Health Care Coalition s Task Force on Health 
Professions and Medical Education, I want to remind you of the acute shortages of 
health professionals in rural areas. I would also like to discuss some ideas I have to 
use Public Health Service funds even more effectively to rt-duce shortages of health 
()erBonnel in both rural and urban areas 

A major health problem in ruial areas is the shortage of qualified health person- 
nel. Rural hospitals are closing because they can not find enough registered nurses. 
Accident victims are twice as likely to die? in rural than urban areas because of 
scarce emergency medical jervices. And as a result of n decline in training pro- 
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grains and recent regulations, the demand for leboratorv technologists and other 
Allied Health Professionals (n*^^^y exceeds the supply. Altogether there are nearly 
2,000 medically underserved areas in the country— 70 percent rural— with more 
than 35 million people. 

Most critically, there is e shortage of primary care physicians— the backbone of 
our health delivery system— a shortage which extends beyond rural boundaries anu 
affects the nation as a whole. Most experts agree that we have enough doctors over- 
all, but that we don't have enough primary care doctors. In 1963, 49 percent of doc- 
tors were in primary care. By 1986 it was down to 34 percent. And nearly half of 
our family doctors are older than 55, so a critical shortage will be getting even 
worse. 

The shortage hurts us in two main ways. The Hrst and most obvious way is re- 
duced access to care. When people have to drive 30 miles to see a family doctor, it's 
little wonder they put off treatment until they are very sick. And that's where 
we're hurt a second time — in cost. Preventing an illness is much cheaper than treat- 
ing it. And primary care physicians are the key to providing preventive medicine. 

YOU probably know the U.S. has the highest per capita medica! expenditures in 
the world. But we also have the world's highest ratio of specialists to primary care 
doctors. Tliat's no coincidence: Primary caie medicine is cost*effective medicine, and 
we need more of it. 

WViy are there so few primary care physicians? As you might expect, the answer 
is u combination of disincentives, including longer, more irregular noursi and lower 
pay than specialists. 

We in Congress can't remove all the disincentives, but we have been successful in 
reducing oome of them. For example, we will soon begin to phase in payments under 
the new Relative Value scale, designed to reduce the gap between primary carB phy- 
sicians and specialists. And, thanks to your leadership, Mr. Chairman, we were able 
last year to substantially revitalize the National Health Service Corps, which helps 
remove the disincentive of the tremendous debts the^ stuc nts face. 

But there is a further disincentive Congress should help reduce, and that is a dis- 
incentive posed by some medical schools— including many of our most prestigious 
schools— who send a message to their students that the glamour and prestige are in 
the medical subspecialties and that family medicine is somehow a less desirable 
career. 

While schools like the University of Minnesota, University of California Davis 
and Michigan State average more than 20 percent of their graduates in family med- 
icine each year, others like Yale, Johns Hopkins and Harvard bring up the rear 
with an average of 2 to 4 percent of their students in fam'W medicine, In 1989, for 
example, 1 student from Yale, 3 from Harvard and 3 from <iohns Hopkins went into 
family medicine. 

One thing those prestigious schools have in common is that they lack a depart- 
ment of family medicine. Furtherraorey they don't even require their studf^nts to 
have clinical experience in family medicine. In fact, of the 20 schools which send the 
fewest students into family medicine, 14 lack family medicine departments. Of the 
50 best, all have departments. 

The lack of a family medicine department and lack of reauired clinical experience 
are important obstacles, because they make it likely that students will cet the 
sort of early exposure to fanu*y medicine which could positively influence their deci- 
sions Less than 15 percent of medical students know what area of medicine they 
want to practice at the time they enter medical school, and they, like all students, 
are influenced by their classroom and clinical experience and by role models at 
their schools. 

How can we get the medical schools to establish departments and place a greater 
emphasis on family medicine? I suggest that we use rublic Health Service funds as 
a tool. The Primary Care Training legislation I have introduced —H.R. 2231— would 
require medical schools, as a condition of receiving certain funds under Title VII, to 
have departments of feytnily medicine and to require clinical experience in family 
medicine. These funds were originally intended to promote primary care; we need to 
restore their origin^ purpose. 

Harvard, Yale and Johns Hopkiiis, which educated a total of 7 students in family 
me<iicine in 1989, received a combined avera&e of more than $600,000 annually of 
those scarce Title VII funds in the years 1985-89. Those schools would continue to 
receive funds only if they are willing to make a greater effort to educate the physi- 
cians we most neefl. Hopefully, this legislation will nudge them in the right direc- 
tion. 

The chief drawl>ack to my proposal may be that it does not go far enough. The $17 
million in Public Health Service funds it affects is small change to medical schools 



with budgets driven by their share of billions from the NIH. But my legislation, 
v;hich requires no additional money, is certainly a step in the right direction, and 
should encourage medical schools to do their best to produce the national shortage 
of family physicians. 

Table One,~RANK ORDER OF MEDICAL SCHOOL GRADUATES WHO ENTER FAMILY PRACTICE 
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Table One.-RANK ORDER OF MEDICAL SCHOOL GRADUATES WHO ENTER FAMILY PRACTICE- 
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Columbi) 
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Vale 
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Nods: Ml ripraint the avinii perowt o( rxtotn from 198(^8$ wtw enter limiiy practice progrtms. 



(*) Dtt VMol his no tfc^ment. section or dMsioo of family miaani 

Mr Waxman. And I would like to ask Mr. Slattery to come for- 
ward, if he would, to give us his testimony. 

Before you begin, Mr. Slattery, I want to recognize Mr. Bliley to 
deliver his opening statement. 

Mr. BuLEY. Thank you, Mr. Chairman. 

I will make my statement brief I have awaited this hearing for 
some time because I feel it is necessary that we hear testimony on 
a topic vital to America's future: Health care education. 

We must make sure that moneys are available sc that disadvan- 
taged and minority students can go to school and become health 
-care professionals. This is an aim of life;ia goal I take veiy serious- 
ly, i 

Furthermore, nurse education should be a priority of this Con- 
gress. In Richmond, the Medical College of Virginia runs an out- 
standing nursing program. I have seen the great work that they do. 
It is our duty to ensure that these sorts of programs continue. 

So, I await today's testimony. In this critical time, I would love 
to be able to tell you we will spend x on these programs and train- 
eeships, but I just don't know what will be available in this time of 
fiscal constraint. I expect to move a few steps closer to finding the 
answer this morning. 

Thank you very much, Mr. Chairman. 

Mr. Waxman. Thank you, Mr. Bli'^v, AH members will ha\^e an 
opportunity to submit an opening sti. ement for the record. 

[The prepared statements of Hon. Stephen J. Solarz and Hon. 
Terry L. Bruce follow:] 

Prepared Statement of Hon. Stephen J. Solarz. a Representative in Q^ngress 
From the State op New York 

Thank you for the invitation to testify before your committee. I believe that your 
decision to conduct these timely hearings speaks to the importance of health man- 
power issues. In particular, I would like today to cite the importance of the enor- 
mous contributions that international medical graduates [IMGs] have made to the 
health of all Americans. 

Mr. Chairman, I originally introduced the "Fair Physician Reciprocity Standards 
Act," a bill to prohibit discrimination against international medical graduates, in 
the 99th Congrrss. The purpose of this legislation was to prohibit States from dis- 
criminating against international medical graduates in granting licensing by en- 
dorsement, with the sole exception of the additional years of graduate medical edu- 
cation that a State can require. It was my view then, as it is now, that America 
cannot afford to discriminate against international medical graduates, who now 
comprise 22 percent of the nation's practicing physicianb, and wlio serve in some of 
the country's most impoverished areas. 
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In fact, "The Pair Physician Reciprocity Standards Act/' as well as legislation in- 
troduced by my colleagues^ has rlayed a significant role in eroding discrimination 
against IMGs. in particular, there have been three mc^or developments. 

First, beginning in 1992, IMGs and U.S. medical graduates will be able, for the 
first time, to take the same test— the soK^lled "sirgle pathway" examination— for 
licensure. Second, the American Medical Association, as well as a number of State 
Medical Societies, have becoi* increasingly receptive to the concerns of IMGs and 
have created ofRces within th<..r organizations to address IMG-related issues. 

Finally, Mr. Chairman, as a direct result of your hearings on this critical issue 
during the 100th Ck>ngress, legislation was pa£»ed that Mandated the General Ac- 
counting Office [GAO] report, "Medical Licensing by Endorsement," released in 
1990. 

The GAO study clearly documented that most states have different em ^rsement 
requirements for graduates of international medical schools and for U.S. medical 
graduates. The report also highlighted the consensus for a clearinghouse for physi- 
cian credentials and documentation. Finally, it noted the woeful lack of data on 
both international and U.S. medical graduates who apply for licensure by endorse- 
ment with state medical boards. 

In fact, the GAO report cites the case of an IMG who, while licensed to practice 
medicine in five states, was denied licensure in a sixth state because the state's 
medical licensing board determined that his medical education was not equivalent 
to that provided to U.S. medical graduates. The GAO notes that the board arrived 
at its decision by displacing the burden on the physician to prove the equivalency of 
his education." The physician found it difficult to address the board's numerous in- 
quiries, such as the credentials of the faculty in his medical school, and whether his 
school made a practice of issuing fraudulent certificates of graduation. 

Furthermore, the report states that several officials of the si: state boards visited 
by the GAO acknowledged that some IMG applications for endorsement required as 
long as two years to process. 

Mr. Chairman, therein lies the rub. The GAO report has uncovered the fact that 
while some State officials maintain that the process for applying for licensure by 
endorsdment works for international medical graduates, there is little hard data to 
support this contention. Meanwhile, IMGs continue to face expensive and time-con- 
suming delays and insurmountable obstacles while impoverished communities 
across the country clamor for additional physicians. 

Mr. Chairman, yesterday I introduced the "International Medical Graduate 
Equity Act of 1991. This legislation is designed to alleviate the most critical aspects 
of discrimination faced by the international medical community. This revised legis- 
lation will include four m^jor elements. First, it bans states from discriminating 
against IMG physicians who have been licensed and practicing for five years or 
more and who meet the same criteria in licensure by endorsement as U.S. medical 
graduates. Second, the IMG Equity Act will mandate Federal funds necessary for 
the establishment of a national clearinghouse and advisory council to verify and 
maintain original education documents and credentials for all physicians. This will 
eliminate time-consuming, costly, and burdensome obstacles that practicing IMGs 
must now face when state licensing boards require them to verify their educational 
credentials from schools that are, in some cases, half a world away. In fact, the 
American Medical Association is currently conducting a pilot program in this area. 

Third, mv bill will require stittm to maintain and report data to the Secretary of 
Health and Human Services on the number of IMGs and U.S. medical graduates 
who app!v for and are denied licenses, as well as the length of time this process 
takes. 7hiB information will aid Congress in tracking and evaluating discrimination 
against IMGs. 

Finally, my bill will bar medical institutions from denying residencies, when 
there are vacancies not filled by U.S. medical graduates, to qualified IMGs simply 
because they attended a medical school outside the United States. 

In sum, my legislation will provide real remedies for the real discrimination that 
IMGs currently encounter. I hope, Mr. Chairman, that you will consider this legisla- 
tion during the reauthorization of the Health Professions Act later this year. 

Mr. Qtairman, quality and affordable health care is increasingly becoming a pri- 
ority for all Americans. In our cities, as well as in the morr rural areas of our 
nation, qualified internationally trained physicians are reaching out with their edu- 
cation, expertise, and experience to provide this greatly needed care. At a recent 
gathering of the international medical community, a beleaguered physician asked, 
When will this discrimination ever end?" I hope for the sake of those who could 
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benefit from this care, and for the sake of fairness to these caring and connmitted 
doctors, we will be able to answer, "Soon/* 



Prepared Statement of Hon. Terry L. Bruce 

Thank you Mr. Chairman. I ask unanimous consent to submit my full statement 
for the record. 

The reauthorization of title VII and title VIII is needed desperately. In a time of 
severe budget constraints, many of these important programs are being cut. The 
population is growing, but health care facilities are facing severe personnel short- 
ages. The new budget rules do not allow any new spending but allow us to shift 
money around. We must prioritize which fields and programs have the most need 
and have been the most eftective. 

In March, I introduced as part of the title VII (seven) program, the "Allied Health 
Professions Promotion Act of 1991.** This field has been severe'^* overlooked. The 
allied health groups comprise more than 65 percent of the entire health professions 
field, yet they received a paltry sum of $700,000 in 1989 and $1.4 million m 1990 for 
special projects. 

The shortage of allied health professionals has had a detrimental efTect of the 
quality of the U.S. health care system. Studies and reports from the American Medi- 
cal Association, the American Hospital Association, the National Institute on Aging 
and many others, show that the United States faces a diminishing pool of allied 
health personnel. 

Examples of shortages 

(1) Shortages of health care personnel include: 16,3 percent for physical therapists, 
14.7 percent for occupational therapists. 9.2 percent for speech-language therapists, 
9.3 percent for medical technologists and 13.6 percent for cytotechnologists. Current- 
ly there are six physical therapy jobs for every one person. 

(2) In the past few years, some hospitals have had to close emergency rooms and 
intensive care beds, cancel elective surgery temporarily and send patients to other 
hospitals because of personnel shortages. 

(3) Forty-eight percent of hospitals nationwide have difficulty recruiting physical 
therapists, and twenty-five percent of them have problems retaining those they cur- 
rently employ. The Veterans Administration reported a vacancy rate of 26.3 percent 
for physical therapists and 19.1 percent for occupational therapists in the V.A. 
system. 

(4) The demand for physical therapists and radiological technologists is projected 
to rise by 87 percent and 65 percent, respectively, by the year 2000. 

The U.S. health care system is being weakened by widespread and sometimes dan- 
gerous shortages of skilled health care workers who are needed in hospitals, nursing 
homes and home care agencies. The proportion of the U.S. population 18 to 23 years 
old has been declining since the beginning of this decade, and will continue to de- 
cline through the '.iiid-1990s. 

As a member o{' the rural health care coalition, I am particularly concerned about 
the increasing shortages. In my district of 18 counties, 10 are medicallv underserved 
and an additional 3 are partially underserved. My bill, H.R. 1466, will begin to ad- 
dress the needs faced in these areas. 

As our country's population begins to age and our medicine becomes more sophis- 
ticated, the need for physical therapists, occupational therapists and J^^^y more 
health care professionals increases. Congress must not wait for this crisis to become 
a subject for "60 Minutes" before acting. 

Mr. Waxman. We would like to hear from Mr. Slattery. 

STATEMENT OF HON. JIM SLATTERY. A REPRESENTATIVE IN 
CONGRESS FROM THE STATE OF KANSAS 

Mr. Slattery. Thank you, Mr. Chairman, and members of the 
committee. 

I appreciate the opportunity to testify here today, and I would 
first like to commend you, Mr. Chairman, for your sensitivity to 
these issues that affect rural America and underserved areas of 
this country. 
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You have been a true champion and true leader of this area. I 
appreciate it. I would like to acknowledge I am here today repre- 
senting the Rural Health Care Coalition, specifically the Hospital 
Health Care Task Force that I chair. 

Representative Richardson, Representatives Synar and Cooper, 
who are other members of the Energy and Commerce Committee, 
have been in the past and continue to be outstanding spokesmen. I 
thank you for your leadership. You all are playing key roles, and I 
appreciate it. 

Today I would like to summarize my testimony and comment 
just briefly on H.R. 2405, legislation which I and other members of 
the Rural Health Care Coalition have introduced. 

My testimony today will be focused more on the shortage of 
allied health professionals in rural areaa. Let me observe H.R. 
2405, as it is currently written, is designed to apply only to rural 
areas. 

I would certainly welcome an amendment to broaden that to 
apply to all underserved areas in this country, because I know that 
many inner city areas suffer from the same health care personnel 
shortages that rural areas suffer from, and in my judgment should 
be treated the same. I just acknowledge that as I begin my testimo- 
ny. 

Allied health professionals serve an important function and play 
a critical role in the health care network. Allied health personnel 
constitute more than 64 percent of the health care workforce, ex- 
cluding nurses, yet there has been a glaring lack of Federal sup- 
port for allied health education. 

During the period of 1981 to 1989, there were no Federal pro- 
grams offering such support. 

During the last reauthorization of title VII, Congress authorized 
$6 million for each of 3 years to be shared by over 100 allied health 
profession groups. But only $737,000 was appropriated for fiscal 
year 1990 and $1.66 million for the current fiscal year. This $6 mil- 
lion authorization compares to a total authorization of $150 million 
for title VII programs. 

The American Hospital Association, the American Society of 
Allied Health Professionals, and the Bureau of Health Professions 
and many other professional organizations have all documented ex- 
treme shortages of allied health professionals. 

I am concerned that these shortages will adversely affect the 
abilitv of hospitals, which oftentimes serve as the central base for 
health care in rural areas, to provide complete and quality care to 
their patients. 

Specifically, I would like to share my concerns regarding the sub- 
stantial shortage of clinical laboratory technologists and the need 
for increased attention and authorization to this area. 

Both the American Society for Medical Technology and the 
American Society for Clinical Pathology have documented nation- 
wide shortages of clinical laboratory personnel. These surveys have 
documented a medical technologist vacancy rate of 11.6 percent, ex- 
ceeding the nursing vacancies of 11.3 percent experienced at the 
height of the nursing shortage. 

The shortage in rural areas is even more severe. For example, in 
my home State, the Kansas Hospital Association has reported va- 
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cancy rates of medical technologists of approximately 26.2 percent, 
twice the national average. This shortage of clinical laboratory per- 
sonnel threatens access to care in rural hospitals. 

Compounding the escalating shortage is an increased need for 
laboratory personnel. The Bureau of Labor Statistics predicts that 
an additional 100,000 medical technologists will be needed by the 
year 2000. These estimates do not take into account personnel re- 
quirements under the Clinical Laboratory Improvement Amend- 
ments of 1988, which will vastly expand the need for qualified labo- 
ratory personnel. 

At the same time that demand is growing, schools of medical 
technology are having difficulty recruiting students. The total 
number of medical technologist graduates in 1989 was 6,305, repre- 
senting almost a 50-percent decrease from the number of medical 
technologists graduated in 1977. 

In Kar as, we have witnessed the closure of five medical technol- 
ogy programs between 1978 and 1990. Kansas, which has gone from 
eight schools offering such programs to three over 12 years, is a 
typical example of the decline in this area of health education. 

The proposed regulations implementing CLIA 88, published on 
May 21, 1990, are likely to have a significant impact on personnel 
shortage of rural hospitals. These regulations require virtually 
every hospital and most physicians* offices to employ medical tech- 
nologists who either hold 4-year degrees in laboratory technology 
or demonstrate that they have successfully passed a Department of 
Health and Human Services proficiency exam. Currently, however, 
HHS is not authorized to administer a proficiency exam. 

A rural hospital which is unable to fully staff its laboratory must 
send laboratory tests offsitf which increases turnaround time, in- 
creases patient stay and drives up health care costs. 

With these considerations in mind, Mr. Chairman, I have recent- 
ly introduced comprehensive legislation to address the shortage of 
clinical laboratory personnel in rural areas. 

H.R. 2405, the Rural Clinical Laboratory Personnel Shortage Act, 
with bipartisan support from 49 cosponsors, gives Congress the op- 
portunity, under title VII reauthorization, to affirm its commit- 
ment to increase the supply of formally educated and certified clin- 
ical laboratory personnel. At the same time, this bill provides 
mechanisms to alleviate immediate and future compliance prob- 
lems with the implementation of CLIA 88 personnel standards. 

H.R. 2405 is designed to reduce both the long-term and immedi- 
ate shortage of laboratory technologists by: 

One, providing $4 million for a loan repayment program for clini- 
cal laboratory personnel who agree to serve a minimum of 2 years 
in a rural area and, I would suggest, any underserved area, and $2 
million in grants to schools for outreach programs, MLT/MT ar- 
ticulation programs and interdisciplinary training programs for 
allied health personnel. It is estimated that these programs could 
bring an additional 700 students a year into the workforce. 

Two, directing the Secretary of HHS to develop within 30 months 
an accreditation program for personnel certification agencies that 
would include minimum education, training and experience re- 
quirements. 
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Three, by authorizing the Secretary of HHS to develop, in consul- 
tation with relevant organizations, a competency-based exam which 
measures knowledge and skill, thus providing an alternative route 
of certification for individuals who do not have a 4-year degree in 
laboratory technology. 

This examination will be administered annually during the 30- 
month period in which the Secretary is developing the accredita- 
tion program for personnel certification agencies. 

In conclusion, Mr. Chairman, this legislation is the culmination 
of extensive meetings and consultations with diverse groups repre- 
senting laboratory and hospital interests. It outlines a consensus 
agreement among these groups regarding the most responsible way 
to ensure an adequate supply of qualified clinical laboratory per- 
sonnel. 

I hope that H.R. 2405 will be given serious consideration by the 
subcommittee, and request that it be included in the chairman's 
package when title VII if reported out. 

I have attached a copy of H.R. 2405 to my testimony and request 
that it be made a part of the record. Thank you, Mr. Chairman. I 
look forward to working with you on this and related health care 
issues. 

[Testimony resumes on p. 23.] 

[The text of H.R. 2405 and a letter to Mr. Slattery follow:] 
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1021) CONGRESS fj |^ A f\ff 

1ST SESSION Z4UO 

To amend the Public Health Servioe Aet to provide for an inereaso in 
the nurnbor of qualified allied hwilth professionals serving in U^chnieal 
positions in clinical laboratories serving rural areas, and for other pur- 
poses. 



IN THE HOUSE OF REPRESENTATIVES 
May 20, 1991 

Mr. SliATTKRY (for himsclf, Mr. DoRGAN of North Dakota, Mr. Pknny, Mr. 
Stknhoi.m, Mr. Bakeh, Mr. Moux)han, Mr. Evans, Mr. Johnson of 
South Dakota, Mrs. Vucanovich, Mr. Poshard, Mr. Bruck, Mr. Wil- 
UAMS, Mr. CoMBEST, Mr. English, Mr. Wilson, Mr. McCmsKKY, Mr. 
Synar, Mr. BouCHKR, Mr. Emerson, Mr. Roberts, ^4r. Thomas of 
Wyoming, Mr. OuTiz, Mr. Hall of Texas, Mr. PitiCK, Mr. Barton of 
Texas, Mr. Bkreutkr, Mr. BARRETT, Mr, ALEXANDER, Mr. Skelton, 
Mr. Hammerschmidt, Mr. Faleomavai-^ga, Mr. Nussle, Mr. SMrrH of 
Texas, Mr. MOKRISON, Mr. Upton, Mr. Sarpalius, Mr. Holloway, Mr. 
liAHALL, Mr. Chapm.\n, Mr. liAUGHLiN, Mr. Cramer, Mr. Costelix), 
and Mr. JjiGHTmoT) introduced the following bill; which was referred to 
the Committee on Energ>* and Commerce 



A BILL 

To amend tho Public Health Service Act to provide for 
an increase in the number of qualified allied health pro- 
fessionals serving? in technical positions in clinical labora- 
tories serving rural areas, and for other purposes. 

1 Be it enacted by the Senate and House of liepresmta- 

2 tives oftfw United States of America in Congress assembled, 
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1 SECTION 1 , SHORT TITLE, 

2 This Act may be cited as the ^^Rural Clinical Labora- 

3 tory Personnel Shortage Aot'\ 

4 SEC. 2. ESTABLISHMENT OP PROGRAMS REGARDING CLINL 

5 CAL LABORATORIES IN RURAL AREAS. 

6 Part 1 of title VII of the Publie Health Serviecj Act 

7 (42 IJ.S.C. 295j et seq.) is amended by adding at the end 

8 the following new section: 

9 **SEC. 799B. INCREASING NUMBER OF QUAIJFIED PERSON- 

10 NEL FOR CLINICAL LABORATORIES SERVING 

1 1 RURAL AREAS. 

12 ''(a) Loan Rkpaymknt PKOoiiAM. — 

13 ''(1) In OKNioiiAL.— The Secretary shall eslab- 

14 lish a program of entering into contract.^ with allicul 

15 health professionals under which, subject to para- 

16 graphs {2) and (3), such professionals agreti to serve 

17 in technical positions as employees of elini(ial labora- 

18 tories that principally serve rural areas in consider- 

19 ation of the Federal Government agrceirig to pay, 

20 for ea(jh ye;ir of such service, not more than $7,rj(){) 

21 of the principal and interest of tlie edu(;ational loans 

22 of such professionals. 

23 SKHVICK in HlJllAL AKKAS WITH SIIORT- 

24 AOKi^. — The Secretary may not enUir into a eonlraet 

25 under paragraph (1) with an alli(Mi h(?alth proftis 

26 sional unU^ss the clinical laboratory with wliic^h the 

*HK 240S Ul 
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individual has entered into a contract pursuant to 
paragraph (3) serves a rural area that has a signifi- 
cant shortage of individuals employed in technical 
positions with clinical laboratories. 

"(3) Contract for empix)ymp:nt; minimum 
PKUIOI) OF SERVICE. — The Secretary may not enter 
into a contract under paragraph (1) unlrss the allied 
health professional involved — 

"(A) has entered into a contract with a 
clinical laboratory described in such paragraph 
to serve in a technical position as an employee 
of the laboratory, and the contract specifies a 
period of employment with the laboratory of not 
less than 2 years; and 

"(H) agrees not to breach the contract en- 
terrtd into by the professional pursuant to sub- 
paragraph (A). 

"(4) Definitions.— For purposes of this sub- 
section; 

"(A) The term 'clinical laboratory" means 
a clinical laboratory that meets the appliiiablc 
roquiromcnt of certification established in sec- 
tion 3D3(b), 

"(H) The term 'technical position', with re- 
spect to an employee of a clinical laboratory, 
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1 means an individual that carries out laboratory 

2 examinations or other procedures for purposes 
of section 353(0(1)(C). 

4 ''(5) Authorization of apphopriations.— 

5 For the purpose of carrying out this subsection, 

6 there are authorized to be appropriated $4,000,1)00 

7 for fiscal year 1992, and such sums as may be nec- 

8 essary for each of the fiscal years 1993 and 1994. 

9 **(b) Grants Regarding Education and Tiuin- 

10 ING. — 

11 'HI) In GKNKIUL.— The Secretary shall rnake 

12 {grants and enter into contracts with appropriate 

13 public and nonprofit private entities to assist the en- 

14 tities, with respeet to the education and training of 

15 clinical laboratory personnel, in meeting the costs or 

16 projects for — 

17 '^A) the creation of innovative outreach 

18 programs that link academic resources with 

19 rural clinic settings to provide community based 

20 education (such as provide medical technology 

21 education courses through telceommuni(uitions 
2- via satellite); 

23 "(1^) additional education and training of 

24 .7iedieal laboratory technicians, laboratory as- 

25 sistants, and other paraprofessional laboratory 

o 21 
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1 personnel with priority given to rapid articula- 

2 tion programs that award baccalaureate degi^ees 

3 in medical technology; and 

4 **(C) the development of interdisciplinary 

5 training programs that promote allied health 

6 personnel in other disciplines (such as radiology 

7 technologists) to become formally educated and 

8 certified as clinical laboratory personnel so that 

9 they can serve dual functions within an institu- 

10 tional setting. 

11 ''{2) Authorization of appropriations.— 

12 For the purpose of carrying out this subsection, 

13 there is authorized to be appropriated $2,000,000 

14 for fiscal year 1992, and such sums as may be nec- 

15 essary for each of the fiscal years 1993 and 1994/'. 

1 6 SEC. 3. ACCREDITATIGN OF CERTIFYING ORGANIZATIONS. 

17 Section 799B of the Public Health S(3rvice Act, as 

18 added by section 2 of this Act, is amended by adding at 

19 the end the following new subsection. 

20 ''(c) Accrp:ditation of Certikying Okganiza- 

21 tions.— 

22 "(1) Development of program. — Not later 

23 than 30 months after the date of the enactment of 

24 the Rural Clinical Laboratory Personnel Shortage 

25 Act, the Secretary shall develop a program for the 

ERIC ^ ^ 
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accreditation of State and nonprofit private entities 
engaged in the certification of clinical laboratory 
personnel. 

"(2) Minimum CERTiPiCATiON standarps. — 
In developing the accreditation program required 
under this subsection, the Secretary shall establish 
criteria for evaluating State and nonprofit private 
entities. Such criteria shall be designed to ensure 
that certificants of accredited c/jrtifieation programs 
possess adequate education, training, clinical experi- 
ence, and other measures of proficiency to assure 
minimally acceptable levels of competence in the 
fields to which they are certified. Such criteria may 
include equivalency standards for non-degreed per- 
sonnel. Individuals certified by an entity accredited 
under this subsection shall be deemed qualified 
under regulations promulgated by the Secretary pur- 
suant to section 353(f)(1)(C). 

''(3) Annum, appro val. — The Seerelaiy shall 
annually (ivaluate each entity approved under this 
subsection to determine if the entity continues lo 
movl th(i standards established under this subsection 
and shall withdraw the approval of any entity that 
no longer' meets such sUmdards. 
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1 "(4) Report to congress.— Not less than 90 

2 days prior to formal implementation of the accredi- 

3 tation program required under this subsection, the 

4 Secretary shall submit to the Conrimittee on Energy 

5 and Commerce of the House of Representatives, and 

6 to the Committee on Labor and Human Resources 

7 of the Senate, a report listing those State and non- 

8 profit private certifying entities whose certiucation 

9 programs appear to qualify for accreditation, The 

10 report shall also list any existing certification enti- 

11 ties that have been determined not to qualify for ac- 

12 creditation, and the reasons therefor,^'. 

1 3 SEC. 4. INTERIM ALTERNATIVE ROUTE OF CERTIFICATION. 

14 Section 799B(c) of the Public Health Service Act, as 

15 added by section 3 of this Act, is amended by adding at 

16 the end the following new para(^aph: 

17 ''(5) Interim alternative route op ckrti- 

18 ligation. — 

19 **(A) The Secretary, in consultation with 

20 relevant organizations, shall develop and con- 

21 duct a competency -based examination designed, 

22 except as provided in subpara{>raph (R), to de- 

23 termine the proficiency of individuals who do 

24 not meet the formal educational qualifications 
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1 under section 353(f)(1)(C) for clinical iaborato- 

2 ry technologists. 

3 "(B) Subparagraph (A) shall not apply in 

4 the case of clinical laboratory technologists per- 

5 fornning testing in the areas of cytology, 

6 histopathology, histocompatability, or cytogenet- 

7 ics. 

8 "(C) The Secretary shall administer the 

9 examination developed under this subsection 

10 within 180 days of the date of the enactment 

1 1 of the Rural Clinical Laboratory Personnel 

12 Shortage Act, and annually thereafter, until 

13 such time as the Secretary establishes accredi- 

14 tation standards under this subsection/\ 

15 SEC. 5. EFFECTIVE DATE. 

16 The amendments made by this Act shall take effect 

17 October 1, 1991, or upon the date of the enactment of 

18 this Act, whichever occurs later. 

O 
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Amencon Society for Medical Technology 
2021 1 Street N.W. 
Suite 400 

Woshinglon. CC 20036 
(202) 786-3311 
(202) 466-2264 (FAX) 



The Honorable Jim Slattery 

United States House of Rapretent^tiveB 

1512 Longworth House Office Bldg 
Washingtoni D.C. 205I5-I602 



Hay 16, 19911 



Dear Congressman Slattery: 



The Amer ican Society for Medical Techno;! ogy ( ASHT) is 
pleased to sndorse H.R.240S« The Rural Clinical Laboratory 
Personnel Shortage Act* 

Your leadership on behalf of the Rural Healthcare Coalicion 
has resulted in the introduction of comprehensive legislation to 
address shortages of clinical laboratory personnel in rural and 
underserved areas. Rather than pressnting a "quick fix" to the 
problem! this legislation attempts to forge realistic solutions 
for both the short and long term. 

ASHT is particuarly encouraged that the Coalition's bill 
includes educational funding initiatives for clinical laboratory 
students and schools to promote service in rural areas. The 
CAHEA division of Allied Health Education and Accreditation has 
documented a 251 decline in accredited programs over the past 
f ive years , the vast majority of which are hosp < tal based 
programs. Recent state budget deficits are also i inning to 
affect university pro^ramSf many of whoa see thei eKistence 
threatened as states are forced to cut back educational support. 

The proposed regulations under CMA 86 are likely to have a 
significant impact on personnel staffing of rural hospital 
laboratories which rely heavily on military trained veterans and 
other non-traditional laboratory personnsl. Whils ASHT supports 
the inclusion in the legislation o^ a limited tine ^riod interim 
examination to determine the competency of individuals who would 
not qualify under CLIA 66 itandardSi we sssk assurances from the 
Coalition that any such sxamination is dsveloped in conjunction 
with professional organizations, measures both theoretical and 
scientific knowledge as well as technical skills^ and utilizes 
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recognised methods of validation anJ grading criteria to 
safeguard the integrity of tne examination process* 

We hope that the Coalition will impress upon HCPA the need 
to move quickly in developing standards for personnel 
certification agencies and will direct the Department to 
undertake an expeditious review of all nationally recognized 
certification agencies. ASMT firmly believes that the 
cerC. if icat ion of laboratory personnel belongs in the private 
sector and not with the government, and we strongly support the 
accreditation provisions of this legislation. 

ASMT appreciates the thoughtful approach you have taXen in 
introducing this legislation and we applaud your perserverance 
and integrity, and that of your utaff, in attempting to develop a 
consensus among diverse laboratory and hospital interests* We 
believe that this legislation outlines an agreement among these 
groups regarding the most responsible way to ensure an adequate 
supply of qualified clinical laboratory personnel. 

A5KT looks forward to working with the Coalition to ensure 
passage of this important piece of legislation. 



Sincerely yours. 




Roma Halli President 
American Society for Medical Technology 



cc: The Honorable Charles Stenholro 
The HonoraMe Pat Roberts 
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Mr. Waxman; Thank you very much, Mr. Slattery, for your testi- 
mony. 

I think the points you raised are very important ones for us to 
take into consideration. I appreciate the leadership you have given 
on this issue, time and time again, and it is certainly my desire to 
work with you to accomplish the objectives you s^t out. 

I know you have other things on your schedule. Let me see if any 
member has a quick question. Mr. Richardson. 

Mr. Richardson. Just also would like to join in commending Jim 
Slattery. Now that he is off the Budget C!ommittee, he can spend 
more time with us here. 

Mr. Slattery. I look forward to that. 

Mr. Richardson. For that reason, Mr. Chairman, his leadership 
is extremely important, and he has been very generous in tossing 
bouquets at everybody but himself He has been a real leader. 

Thank you, Mr. Chairman. 

Mr. Waxman. Thank you, Mr. Richardson. 

Mr. Slattery, thank you very much. 

Our next witness is Dr. Harmon, Administrator, Health Re- 
sources and Services Administration, accompanied by Dr. Fitzhugh 
MuUan, Director of HRSA's Bureau of Health Professions, and Mr. 
Michael Heningburg, Director of the Bureau's Division of Student 
Assistance. 

Dr. Harmon— the bells just rancj to indicate there is a vote on 
the House floor. Rather than have you start and interrupt Ihe tes- 
timony or questions, we will now run to the floor and vote, come 
back as quickly as possible, and then we will be pleased to receive 
your testimony at that point. 

We will recess only for as long as it takes to vote and return. 

[Brief recess.] 

Mr. Waxman. Dr. Harmon, we have your prepared statement, 
and that will be in the record in full. We would like to ask of you, 
if you would, to limit your oral presentation to us to no more than 
5 minutes, so we can have a full opportunity for questions and an- 
swers. 

STATEMENT OF ROBERT G. HARMON, ADMINISTRATOR, HEALTH 
RESOURCES AND SERVICES ADMINISTRATION, ACCOMPANIED 
BY MICHAEL HENINGBURG, DIRECTOR, DIVISION OF STUDENT 
ASSISTANCE, AND FITZHUGH MULLAN, DIRECTOR, BUREAU OF 
HEALTH PROFESSIONS 

Mr. Harmon. Thank you, Mr. Chairman, and members of the 
committee. With me are Dr. Fitzhugh Mullan, Director of our 
Bureau of Health Professions, and Mr. Michael Heningburg, Direc- 
tor of the Bureau's Division of Student Assistance. 

HRSA is responsible for implementing health professions and 
nurse training authorities under titles VII and VIII, as well as car- 
rying out a variety of other health services and resource programs 
relating to access, equity and cost of care. 

Over the past 25 years, titles VII and VIII authorities have 
played a major role in helping to assure access to adequate health 
care services for the people of the United States. 
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Historically, titles VII and VIII programs have been responsive 
to new requirements for Federal collaboration with State and local 
governments, educational institutions, professional organizations, 
and other interested groups to prepare health professionals to meet 
changing perceptions of national needs. 

While initially the emphasis was on increasmg overall supply of 
personnel, each reauthorization has brought new focus on particu- 
lar, evolving geographic and specialty shortages. 

At this time, the highest priorities of HRSA as an agency are to 
help assure that all Amencans have access to core clinical preven- 
tive and primary care health services, to reduce infant mortality 
through appropriately targeted maternal and child health pro- 
grams, to expand and improve services to persons with HIV infec- 
tion, and to promote reform in health professions training pro- 
grams. 

In each of these areas, we must attempt to improve minority 
health, increase access to health services for families living in pov- 
erty, prevent disease and promote health consistent with Healthy 
People 2000, and reach out to people in rural areas and to other 
groups having special problems. 

An essential component of this strategy is to promote an appro- 
priate supply, geographic distribution, and balance, by discipline, of 
health professionals. The most recent information available indi- 
cates continuing shortages of primary care providers in many areas 
of the country. 

Scarce Federal health professions resources must be targeted 
toward meeting the needs of the most severely underserved popula- 
tions. 

Within the context of overall departmental priorities and goals, 
and taking into account existing fiscal constraints, the administra- 
tion proposes to continue, with modest increases in funding, certain 
titles VII and VIII programs that have helped most directly to im- 
prove the health status of minorit, and disadvantaged populations; 
to phase out the HEAL loan program, while targeting available 
low-cost loan support more specifically toward health professions 
students from disadvantaged backgrounds; and to provide contin- 
ued authority for support of training in relation to HIV/AIDS. 

I would like to give you a brief update on certain aspects of this. 
The disadvantaged health profession initiatives are well under 
way, helping those who need assistance the most. We are seeking 
to extend the authority of the Health Careers Opportunity Pro- 
gram, which would continue to provide for educational assistance 
to help individuals from disadvantaged backgrounds to undertake 
and complete education in the health professions. 

We would also hope to continue the Exceptional Financial Need 
Scholarship Program, EFN, consolidating it vqth the Financial As- 
sistance for Disadvantaged Health Profession Students [FADHPS] 
program now being carried out from a setaside of funds from the 
Health Careers Opportunity Program. 

Third, we would seek to reauthorize the Nursing Education Op- 
portunities for Individuals from Disadvantaged Backgrounds Pro- 
gram, which has supported nursing schools and related assistance 
activities in the nursing profession. 
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And HEAL and related student loan programs, as I said, we are 
proposing the phaseout of the HEAL program because it continues 
to place an unreasonable debt burden on individuals from disad- 
vantaged backgrounds and because, despite considerable effort, we 
have been unable to reform the program to make it self-supporting. 

Given current budget constraints, we believe thtX the limited 
Federal dollars available should be targeted for providing low-cost 
aid to disadvantaged students, including minorities. 

To support the training of health professionals for care of per- 
sons with HIV/ AIDS infection, we propose to continue the title VII 
authority that has provided for establishment of HRSA's program 
of AIDS Education and Training Centers, AIDS/ETC's. The 17 cur- 
rently funded AIDS/ETC's provide for training of primary care 
health professionals in the prevention, early diagnosis, and treat- 
ment of HIV/AIDS, not only in high-incidence metropolitan areas, 
but also in emerging statistically significant areas, including cer- 
tain rural areas. 

Other important aspects of our approach would be to collaborate 
with other agencies, like the Health Care Financing Administra- 
tion. We are having discussions with HCFA regarding graduate 
medical education financing, and we are considering certain ap- 
proaches to that for the future. 

In conclusion, Mr. Chairman, I and members of my staff look for- 
ward to working with you in the coming weeks to develop legisla- 
tion consistent with the policies of the President's fiscal year 1992 
budget for titles VII and VIII. 

At this time, 1 would be pleased to answer any questions you 
might have. 

[Testimony resumes on p. 38.] 

[The prepared statement of Mr. Harmon follows:] 
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STATEMENT 



BY 



ROBERT G. HARMON, M.D. 



MR. CHAIRMAN AND MEMBERS OF THE SUBCOMMITTEE: 

I am Or. Robert G. Harmon, Administrator of the Health Resources and Services 
Aamim '-.trat '.on iHRSA) of the Public Health Service. HRSA is responsible for 
:mc'ementing the health professions and nurse training authorities \n Titles 
VII and VIII of the Public Health Service Act, as well as for carrying out a 
range -jf other nealth service and resource programs relating to access, 
equitj, and cost of care. I am accompanied oy Dr. Fitzhugh Mullan, Director 
of HPSA's Bureau of Health Professions, and Mr. Micnael Heningburg, Director 
of the Bureau's Division of Student Assistance. 

I 3m pleased to have the cpportumt/ to appear before you today to discuss tne 
f eduthcr i:at ion of the Title VII and /III authorities, most of which eApire at 
tne e'ld of fiscal year 1991. For mere tnan 25 years, ever $3 bilMcn from 
prLgranis carried out under Title VII and VIII authorities have played a major 
'wle 1". nelping to assure access tc adequate health services for the people of 
thb Nat'.cn. Modified to take account of emerging national priority health 
needs, the programs should continue to serve this objective in the future. 

H-.:itoncally , Title VII and VIII programs have been responsive to new 
' equi rements for Federal col laborat icr. ^;th State and local governments, 
educUional institutions, professional organizations, and other interested 
gfcups t;) prepare health professionals to meet changing perceptions of 
naticnal needs, rt'hile initially the emphaMs was on increasing overall supply 
cf personnel, each reauti.v^r irat ton has browyht ,'iew focus on particular, 
evoUmg geographic and specialty shortages. 




27 



The Co ntext 

At this time, the highest priorities of HRSA as ar, Agency are to help assure 
that all Americans have access to core c'lnical preventive and primary care 
health services, to reduce infant mortality through appropriately ta^^^eted 
maternal and child health programs and related service activities, to expand 
and improve services to persons vnth HiV infection, and to promote reform in 
health professions training programs to accomplish these other priorities. 

In each of these areas, we must attempt, in accordance with Program Directions 
of the Secretary, tc improve mMorIt/ health, increase access to health 
.services for families livinp in poverty, prevent disease and promote health 
consistent with HegUhy ''eople 2000. and reacn out to people in rural areas 
and to other group?^ having special problems. 

f\r, essential component of a comprehensive strategy is to promote an 
appropriate supply, geographic distribution, and balance, by discipline, of 
health professionals. The most recent information available indicates 
continuing shortages of primary care providers throughout many areas of the 
country. Scarce Federal health professions resources must be targeted toward 
fneeting the needs of the most severely underserved populations. 
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Prionty HeaUJi_ Prof essign^Jis^ 

Mr. Chairman, you and the members of the Subcommittee are well aware of the 
continuing disparities in healti. status of Individuals from disadvantaged 
backgrounds, including racial and ethnic minorities, /our strenuous efforts 
in support of the enactment by the Congress of the Disadvantaged Minority 
Health Improvement Act of 1990 are evidence of your recognition cf the 
gaps that remain between the health status of minorities and nonminonties in 
the United States. 

You also are aware that studies have shown that underrepresented minority 
health professionals are more Hkely than other health professionals to 
orovide pr'-mary care and to practice in underserved areas. In the field cf 
medicine, fcr example, a significantly larger proportion of minont) raduates 
practice in the primary care specialties. Significantly more minority 
physicians practice in designated health professional shortage areas and serve 
more Medicaid recipients. 

To bring about a significant increase in the supply of health care providers 
who will serve the disadvantaged will require intensified efforts to Identify 
potential students and to help them enter and complete health professions 
training. With respect to provision of appropriate financial assistance to 
needy health professions students, special issues have arisen as to the 
continued viability and usefulness of the Federally insured Health Education 
Assistance Loan (HEAL) programs. 
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Healv. persorrel tra^.^-d to ai^gncse l:'^^ treat persons wUr. HlV/AIDS infection 
a.-e a^.so m srort suppl/ '.n the Nation. • ne .un. V338 Report of President 
Rea^jan's Cctr^ission on AIDS cited a need for train^.ng of faculty, basic 
teach-nq of professional students. de.e'.»t :linical iraining progranis 
ir. new treatmef.t sett'.ngs. and cont'nuviy education of practicing pnysicians 
and other heaUh personnel. To date. HPSA has obligated nearly $6C million 
for such trainirg. 

^-.thin the content of overall Departmer-.ta 1 priorities and goals, and taking 
into accour.t existing fiscal constraints, tne Administraticn proposes: 

0 to ^cntinue--with mcdest increases m, f undmg-certa.in T'tle vll 
ar,d VIII programs tnat have helped mast directly to improve the 
inealth statuiJ of minor ity/ 1 ua;u antajeo populations; 
to phase out the hEAL loan ptojram, while targeting available ^ow- 
cost ^oan support more specifKaHy toward health professions 
students from disadvantaged cackgrcunds; and 

to provide continued authority for support of training m relation 
to HIV/AID5 

0 : '.-^adv ant asied Heal th Prof ess.i ons ._im t ^ at i ves 

The Administration proposes to continue several ongoing Title VII and VIXI 
authorities for programs to recruit disadvantaged students, including 
minorities, help those students ccniplote their training, and otherwise promote 
attention to tr.e health neads of individuals from disadvantaged backgrounds. 
Simply put, we seek to target assistance to those who need it most. 



45-904 0-91-2 



30 



By extending tne dotnof-ty for the Hea'th Careers O;:portijmt.,l Program IHCOP;. 
we would continue to provide for grants and ccmtracts to health professions 
schools and other health or educational entities v.o assist individuals from 
disadvantaged backgrounds to undertaKu and complete education in the healtn 
professions. The HCOP program supports the recruitment of students and the 
provision of educational se:"/ices allowing thuie ^.tudents to complete the i 
professional training. 

The e<ist'ng priority in funding for hCOP prcgrams that can demonstrate 
effectiveness in training of disadvantaged students would be retained. We 
would add a preference 'or applicants who, as appropriate, have developed 
plar^s and priorities in cooperation with state ana local government 
author ^t-es and will provide a growing share of the funding for p'oposed 
itutiat^ves from non-Federal sources. 

The main change that we wcu^d make tc the HCOP authority would be to eliminate 
tne existing set-as ide for grants to schools of medicine, ostec-pathic 
medicine, and dentistry for schola'sh^ps r ) students who are exceptionally 
needy and from disadvantaged backgrounds. This set-aside has provided for the 
funding of a scholar3hip program that, since 1988, has been very similar to 
the fc;iceptional Financial Need Scholarship program discussed later in this 
testimony, we propose tc ccmbme these two scholarship programii. 
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we wou'.d continue the Exce^tjonAl..Fi.nancial.Need.^ program, as 

noted earner, combining it with the scholarship program now being carried out 
under the set-aside of HCOP funds. Available evidence suggests the utO.it/ of 
soine form of nonserv^ce-conditional scholarship aid as one means of recruiting 
disadvantaged students, including rninonties. Such aid will help to attract 
some students otherwise deterred by fear cf inability to complete training or 
by reluctance to incur heav/ debts to cover educational costs. In order to 
compensate for the elimination of the set-aside for scholarships tc 
e-ceptionally needy and disadvantaged students, we would amend the EFN 
scholarship program to increase Us funding level and to require that the 
oreponderance of EFN scholarships be awarded to students from disadvantaged 
DacKgrcur.ds. 

would reauthorize the Nursmcj, Education CpporUjiUjes. for. Indiyuiu^ 
CvsddvaAtaaed^aAKarQundb program, which, as a counterpart to the HCOP 
prcgram. has supported nursing schools and f.^ated entities in recruitment and 
educat^.onal assistance activities tne nursing profession. As in the case 
0^ the HCOP program, we would add a preference fcr applicants that ^a/e 
developed plans and priorities 'n cooper at -.mi wUh Gtate and local Government 

autnorities and will provide a <jro^M-y -.hare cf the funding for proposed 

initiatives from non-Federal sources. 
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In UAplenont ing the new minonty/disaavdntdgea Drograms authorized by the 
D^sadvvint.ayed Minority Health Improvetnent Act, we sire rxnsidermg a revised 
regulator)' definition of "disadva'^taged, " for purpa:i3s of determimng if an 
individual is from a disadvantaged Lta:»- grnjnd. Buildi-^.g on the defTnition 
cur'. Tt1> used m the hCOP and certain rotated programs, we would include also 
individual^ ^iho come froir. certaui ra:'di i*tf in: and economic groups with 
parti::ular health status and access pr-Jblems, 

mEAL and/?el ited Student Loan P' oarir' b 

we are prcjpcstng the phase-out cf the hHAl croyram because it continues to 
p'ace an unreasonable debt burden en inoi^ "duals f''Ofn disadvantaged 
L:ackgrai;nds and because, despUe cons ^ Je^ at ' e e^fct, we have been unable to 
'•efLfni ti-e program to make it se ■ f -Su£;pgr': '.n-^ 'jiven cur refit hudget 
ccrst ^ a'.nt s , we believe that the limited Federal aollars available should te 
targeted for providing low- cost aid tc d'saa/antaged students, mcluaing 
rr. "...c 1 ties. 

A'f:'.'^u:;n hHAL loans have represented ar. impc^ta^t source of 'ast dollar ' 
sjpport for health professions students who have exhausted other less 
e'persi.e means of financing their education, such loans ha;e plaood 
par t io\/ d'' I y neavy debt burdens on miner it./ individuals For example, among 
a;ej'. 'a: :tviJents gf aduat .ng in ''33'9, 50 percent jf nr.r;orit/ students had 
depended Jt .oast in pa' I on HEAL leans, ^.^iiiuaied wUh 38 percent of all 
mod'. cdl st..[Jents. 
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The HtAL program has been signifKantl/ more difficult and costly to 
administer than the Federally subsidized Health Professions Student Loan 
(HPSL; program, in which the greater part of administrative oversight on 
individual borrowers is provided by participating schools. Although the HEAL 
program was intended to be self-supporting, claims against the program 
recently have seriously exceeded income from insurance ^jremlums and other 
sources. If HEAL were to continue at current levels, between fiscal year 1992 
and fiscal year 1996, the average annual appropriation needed to maintain HEAL 
in cordance with the requirements of the Federal Credit Reform Act of 1990 
will be an estimated $60 to $80 million per year. 



Tc meet the tlemind by disadvantaged students for loans now being met under the 
HEAL program, we propose additional capital contributions to student loan 
funds established pursuant to the HPSL program. New loans would be targeted 
primarily to students from disadvantaged backgrounds. Making increased 
amounts of low-cost HPSL loans available to these students would help to 
promote their entry Into the health professions and to minimize any "high 
indebtedness" deterrent to their practicing in underserved areas. 
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we H0u\6 emphaSKe the need for hPSL schcoU to establish an environment 
conducive to the completion of professional training by individuals from 
disadvantaged backgrounds. As a precedent: Schools participating in the new 
Loans for Disadvantaged f^tudents and Scholarships for Disadvantaged J^tudents 
programs mviSt have programs for recruitment and retention of disadvantaged 
students and faculty and rreet » equi rertients also for instruction regarding 
minofity nealth issues, service to the unOerserved, and mentor programs. 

For non-disddvantaged students who have depended on hEAl 1n the past, we 
Oeiieve aid would continue to be available through several alternative 
sources. The Administration has proposed that the maximum allowable loan to a 
gra'luate Jtudent under Department of education's Supplemental Loans for 
Students program be increased from $4,000 to $10,G0G a year--an amount that 
would cover the HEAL borrowing of a substantial proportion of health 
professions students. 

Another source of support for certa'.ii micidle- income students would be the much 
expanded National Health Service Corps Scholarship and Loan Repayment 
programs. Finally, several private sector organizations have indicated a 
Strong degree of interest in implementing private programs similar to HEAL. 
While these private loans would be market-rate leans, they would take tho 
place of market-rate HEAL loans as a last dollar" form of aid ^'or individuals 
who had exhausted other resources. 
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HIVj^AIUji .Traimna Authqnties 

To support the training of health professionals tor care of persons with 
HiV/AIOS infection, we propose to continue the Title VII authority that has 
provided for establishment of HRSA's program of AIDS Education and Traininq 
Centers (AIDS/ETCs}. The seventeen currently funded AIOS/ETCs provide for 
training of primary care health professionals in the prevention, early 
diagnosis, and treatment of HIV/AIDS not only in high-incidence Metropolitan 
Areas but also in emerging statistically significant areas including certain 
rural areas. 

With the passage of the Ryan white Act, it is anticipated that there will be 
an increased demand for clinical training of primary care providers 
particularly in those cities which have bean identified as ma)or epicenters cf 
infection. Consistent with the findings and recommendations of the 1990 
Report of the National Commission on AIDS and a fiscal year 1990 Evaluative 
Study (John Snow, IncJ, among other studies, current project requirements are 
designed to direct Federal resources where the greatest needs exist. 

Our purpose is to continue to develop an educational intervention that will 
pro. 'de a sustained, multidiscipl inary source of personnel relating to the 
primary health care needs of high risk and infected HW/AIDS individuals. 
Emphasis wii', continue to be placed on the development of appropriate d'nical 
training experiences. It has been shown that health care providers overcome 
barriers to treating AIDS patients if they oan be prepared in an educational 
environment where their concerns can be addressed and their ski 1 If practiced. 
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The AIDS/ETCs program was ong-.naUy funded under the general authority of 
section 301 of the PHS Act. In 1988. ipecific Title vil legislation was 
enacted (section 788A; which limited eligibility to schools and academic 
health science centers and provided for support of certain types of AIDS 
training only. The current AIDS/ETCs are supported under both section TSBA 
and section 30i. ether approaches to ;cntinue this support are under 
consideration. 

;;cnapcratign wi*:h other Agencies 

As we looK ahead at ways to assure a supply of primary care providers and 
other health personnel to Provide health care to underserved populations, it 
I'j c'ear that we must collaborate with other Federal agencies as well as witn 
a range of non-Pedferal entities in addressing needs. Such collaborative 
approaches are needed not only to allow us to draw on the maximum variety of 
funding resources but also to provide for the development of training programs 
that are responsive to national and community health problems and priorities. 

With respect to the training of primary care providers, including non- 
phys^cian as well as physician providers, we are particularly interested in 
further exeuninl.ig the linkages between our programs and those of the Health 
Care Financing Administration (HCFA) in the nurturing of primary care training 
and practice. mCFA recently sponsored an invitational conference to address 
the isiue of Medicare financing of graduate medical education. Included in 
the discussions were options for encourag-.fig primary care education and 



serv ice. 
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Also, the Public health Service and tr.e Healtr. care Financing AdminT-^tration 
ptan to :orivene ne/.t year a major national conference on primary hec. 
with the objective of strengthi uing the role primary care plays in the 
delivery of health care to all Americans. This conference wiM examine 
primary care from the varied but interrelated perspectives of health 
professions education, financing, services delivery, and research. Among the 
iiisuei. that will be addressed will be questions relating to the content and 
financing of education in primary care. 

In the fieln cf nursing, the Commission on the National Nursing Shortage, 
whi^n was established to assist in implementing the recommendations of the 
1988 Secretary's Commission on Nursing, recently held its final meeting and 
w'11 be reporting to the Secretary soon on its recommendations to address 
remaining nurse shortage problems. The Commission was charged specifically 
w;th promoting rind identifying specific commitments from private sector 
organizations and the range of governmental authorities for support of 
proposed projects. 

Cnncl_us_ion 

Mr. Chairman, I and members of my staff look forward to working with you in 

the coming weeks to develop legislation consistent with the policies in the 

.^resident's fiscal year 1992 budget for Titles Mil and VIII. At this time, 

I would be pleased to try to answer any qutsticns you may wish to ask. 
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Mr. Waxman. Thank you very much. 

The administr'^tion has proposed, again, to terminate support for 
virtually all title VII and title VIII health manpower programs. 
Total funding was reduced by $183 million. The only programs 
funded by the President's 1992 budget were those providing Feder- 
al support for disadvantaged and minority hff alth professions edu- 
cation. Nursing is particularly hard hit with € cut from $60 million 
to $4.1 million. 

Maybe you could answer a few questions on this point. Is it your 
view that the nursing crisis is over? 

Mr. Harmon. We have seen a steady incr*»ase in the overall 
supply of nurses in the United States. Unfor. .lately, the demand 
has increased even faster. It is the administration's position to seek 
to support disadvantaged nursing assistance and to also support 
such specialists as nurse practitioners and certified nurse mid- 
wives, through service-related scholarships and other means under 
the National Health Service Corps program. 

Mr. Waxman. Let me ask the same question with regard to the 
need for Federal assistance to promote the education of nurse prac- 
titioners and nurse midwives. 

How do you justify eliminatrng similar support for nurse anes- 
thetists when the hearing we had earlier in the year on the Per- 
sian Gulf War demonstrated that shortages of nurse anesthetists 
often had more to do with curtailing rural hospital services than 
shortages of doctors? 

Mr, Harmon. Again, these are tough decisions. We have sought 
to target our resources in the primary care area and service-related 
scholarships. We have other rural health programs under way, 
such as rural health outreach grants, which can be used to help re- 
cruit and retain personnel such as nurse anesthetists in needy 
rural areas. 

Mr. Waxman. In the HEAL program, there are variations in de- 
fault rates by individual health professions schools or within pro- 
fessions. For example, are default rates for medicine or osteopathy 
different than for chiropractic or dentistry? 

Mr. Harmon. I would like to turn to my colleagues here. Perhaps 
Mike Heningburg, who is our program manager, would seek to ad- 
dress that one. 

Mr. Heningburg. Mr. Chairr an, in terms of the major profes- 
sions participating in HEAL, c ropractic, dentistry, and podiatry 
have the highest default rates, ii: the vicinity of 13 percent. Alio 
pathic and osteopathic medicine are in the vicinity of 5 to 5.5 per- 
cent. 

Mr. Waxman. The rates of default are specifically higher among 
chiropractic school than any other health school. You said efforts 
have been made to make the program self-supporting. Have you 
'considered proposals to disqualify particular schools from partici- 
pating in HEAL whose default rates are high. 

You have also indicated to us that inadequate income at the time 
of repayment is the major reason for default. Have you considered 
efforts to increase the length of time HEAL loans can be deferred? 

Mr. Heningburg. We are developing a performance standard 
which would speak to those participants in the HEAL program 
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with unusually high default rates, and terminate their future par- 
ticipation in the program. . 

In terms of deferrals, there are several provisions m the existmg 
regulations for forbearance and graduated repayment in case of 

need. , , ^ , 

Mr. MuLLAN. If I might, Mr. Chairman, while we are not by any 
means insensitive to the financial burden of getting through health 
profession schools, the HEAI instrument has been felt to be one 
that is very burdensome in the long run to the student and to soci- 
©tv 

It will cost us roughly $50 to $60 million this year to keep the 
program solvent, and each succeeding year, and that is in the order 
of magnitude of the funding of the entire National Health bervice 
Corps. We are talking about a very substantial, cost to society for 
the bad debt of the program, and we think there are ways that we 
can continue to support students and use those dollars in better 
ways. 

Mr. Waxman. During the last reauthorization of the nursing pro- 
gram, a provision was added requiring that an independent evalua- 
tion be conducted on the extent to which each of the nursing pro- 
grams have met the legislative objectives. The conclusion of the 
report, expressed to the committee in a letter from Secretary Louis 
Sullivan, is that: 

Federal nuning support is seen as an important source of development and start- 
up 'funds in graduate nurse education, and that it serves as an incentive and cata- 
lyst for innovation in nursing practice. 

My question is twofold: One, are similar independent evaluations 
conducted on the title VII programs? If not, should a similar eval- 
uation be required for title VII programs, and, two, are the Secre- 
tary's flattering characterizations of Federal support for nursing 
programs consistent with the President's 1992 budget recommenda- 
tion that these programs be largely discontinued? 

Mr. MuLLAN. In the matter of the evaluation of title VII pro- 
grams, there are specific evaluations being carried out relating to 
title VII programs, which are broader in scope and in numbers of 
disciplines involved than the nursing programs. 

Evaluations have been conducted in such areas as family medi- 
cine training, area health education centers, and the like. 

It would be our position that an omnibus title VII evaluation re- 
quirement probably would not be useful. We would be happy to 
submit for the record the var ous evaluations that have been con- 
ducted of parts of title VII in the last several years. 

I would say in general, we are fairly vigilant about evaluating 
those programs. As to the question of the evaluation of title VIII 
programs and the President's budget, certainly the value in the 
past of the title VIII programs is indisputable. 

The question as to the future funding of those programs, I be- 
lieve, has been addressed by Dr. Harmon. 

Mr. Waxman. Thank you very much. 

Mr. Towns? 

Mr. Towns. Thank you very much, Mr. Chairman. 
Why has the emphasis for Federal support been on graduate edu- 
cation in nursing, rather than in career ladder type of approaches? 
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Mr. Harmon. Dr. Mullan, take that. 

Mr. Mullan. That, Mr. Towns, is an important question, one 
that I asked when I first was privileged to superintend these pro- 
grams. The feeling of the nursing community has been that one of 
the very significant imj)ediments to expanding the population of 
practicing nurses, the bottlenecks as it were, is in education of suf- 
ficient facultv to train the number of nurses that we need in this 
country, so that the dollars spent — as you correctly observed, they 
are for the most part under till' VIII, dedicated to graduate train- 
ing — are seen as an effort to continue to increase the size of the 
faculty pool within schools of nursing, and thereby combat the im- 
pediment of insufficient faculty to educate adequate numbers of 
nurses. 

That is, I believe, the philosophy. 

Mr. Towns. What is the rationale for requiring undergrad nurs- 
ing scholarships to have a 2-year service payback for each year of 
Federal support? It is my understanding that other programs only 
require a year-for-yeai pavback. Isn't this an unfair financial 
burden for nursing students; 

Mr. Heningburo. Mr. Towns, the law requires a year-for-year 
payback but a minimum of 2 years of service. The requirement has 
not proven to be unacceptable to the students. We are always over- 
subscribed to participate in the program. Most students who gradu- 
ate and are licensed do in fact practice. The list of places where 
scholarship recipients may practice encompasses practically every 
health care institution in this country, to include hospitals, to in- 
clude military, to include community health centers. 

Mr. Towns. The fairness didn't bother you? 

Mr. Heninoburg. The fairness did not bother us, and we did not 
receive any comment from the public about that issue. 

Mr. Harmon. I could comment. Although there is a year-for-year 
service requirement for a National Health Service Corps scholar- 
ship, there is still a minimum of 2 years of payback required. If 
there are 2 years of scholarship aid, it is still 2 years of service. 

Mr. Towns. Let me ask this, and my final question, Mr. Chair- 
man. Does the administration have a strategy to enhance greater 
student interest in the primary care specialties? 

Mr. Harmon. Yes, we do, and Dr. Mullan could comment on 
that. 

Mr. Mullan. It is generally felt that we are deficient, broadly 
speaking, in this country in terms of our primary care physicians, 
nurses and other health care providers. That we perhaps are too 
specialty-oriented, and unfortunately, growing more specialty-ori- 
ented as vou look at the figures of recent graduates of medical 
school and other health profession schools. 

We have begun to talk actively within the last 6 months within 
the administration about how programs within the administration, 
within the Bureau of Health Professions, in particular, and HRSA, 
can be managed in a fashion that will be more effective in promot- 
ing primary care education and continued practice in primary care 
after training, as well as efforts to collaborate with others, includ- 
ing some very significant foundation efforts. 

The Pew Foundation is very interested, and we have talked with 
our colleagues in the various professional organizatic is such as the 
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American Academy of Family Practice. We have worked with vari- 
ous nursing organizations. We are attempting to craft a strategy 
that would put a great deal more focus on the primacy of primary 
care, building a firm foundation for our health system for primary 
care, to try to reverse the erosion in primary care that has taken 
place in recent years. , , 

Mr. Harmon. The centerpiece of the administration s primary 
care effort would be National Health Service Corps scholarship and 
loan repayment programs, which strictly require primary care 
practice in health professional shortage areas, where you know 
what you are getting and you get service in return for scholarship 
aid; plus community and migrant health service programs. 

Mr. Towns. Thank you very much. 

I have no further questions, Mr. Chairman. 

Mr. Waxman. Thank you, Mr. Towns. 

Mr. Kostmayer? 

Mr. Kostmayer. Thank you very much, Mr. Chairman. 

I wanted to ask, I guess you. Dr. Harmon, about some of the cuts 
in the programs which helped to fund the medical education, and I 
guess you probably spoke about those in your testimony. I am sorry 
I wflsn't h6r6. 

Programs like the HEAL program, you are eliminating that, is 
that right? ,^ 

Mr. Harmon. Right. We are proposing that, and as an alterna- 
tive, we would propose to expand the Health Profession Student 
Loan Program as a better approach, better use of scarce Federal 
resources. 

Mr. Heningburg might want to elaborate. 
Mr. Kostmayer. Targeted towards minorities? 
Mr. Harmon. Disadvantaged, including minorities. 
Mr. Kostmayer. How about good old-fashioned middle-iClass 
people? 

Mr. Harmon. We have some proposals in that area, as well, that 
there are other alternatives. 

Mr. Kostmayer. Such as? , u ■ • 

Mr. Harmon. National Health Service Corps scholarships m 
return for service, for one. . u • 

Mr. Kostmayer. That program you just mentioned is being held 
at existing levels? 

Mr. Harmon. The Qlorps is expanding dramatically, as a matter 
of fact, with the administration's proposals. The scholarship went 
from 10 million to 50 million in the past to the current fiscal year, 
and 

Mr. Kostmayer. The proposal for next year? 

Mr. Harmon. A $5 million increase. The field budget for paying 
salaries for NHSC people has also gone up accordingly. 

Mr. Kostmayer. Let me ask you about the increase for next 
year, that brings it up to the 1980 level? 

Mr. Harmon. It will not be jp to peak level. 

Mr. Kostmayer. It won't be up to the 1980 level, and we have 
had inflation in the country since 1980; is that right? 

Mr. Harmon. True. But again, we are seeking to approach those 
previous levels. 
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Mr. KosTMAYER. You are not making it. So what we are talking 
about is programs to send young people in this country to medical 
school, which are now below the levels at which they were in 1980, 
and that is not taking into account inflation. 

Do you think it is really fair to characterize the administration's 
approach as increasing these programs. Doctor? 

Mr. Harmon. They are certainly on the increase. 

Mr. KosTMAYER. On the increase, compared to what? Don't you 
think it is more honest to say the programs have been pretty dra- 
matically cut over the last decade, and you are now making an 
effort to get them up to where they were in the 1980's? 

Mr. Harmon. That is true. There were major cutbacks in the 
eighties, but we are trying to rebuild those programs and do other 
things ai. well. 

Mr. KosTMAYER. Let me give vou a hypothetical example. 

Mr. and Mrs. Smith have a daughter and they want to send her 
to medical school, and Mr. Smith drives a cab in Philadelphia, Pa., 
and Mrs. Smith is a school teacher. 

He makes about $20,000. She makes about $25,000. They make a 
total of $45,000 a year. 

Take-home is $30,000. 

They have three children. 

The first year of medical school at the University of Pennsylva- 
nia will cost $18,200, I am told, with $8,000 for living costs, books, 
cleaning and food and housing; $8,000 a year. 

That comes to $26,000 a year. 

According to your people, they can get 7,500 bucks from GSL and 
$3,000 from the Perkins loan. 
That comes to $10,500. 

They don't qualify for HPSL and you are going to eliminate 
HEAL. 

So young Miss Smith is short $15,500. 

Mr. Harmon. This person could apply for a National Health 
Service Corps scholarship. 

Mr. KosTMAYER. How much could she get there? 

Mr. MuLLAN. Full tuition and a stipend for living. 

Mr. Harmon. Another alternative would be a less expensive 

Mr. KosTMAYER. To qualify for that program, she would have to 
commit herself to practicing in a given area. 

Mr. Harmon. Correct. 

Another alternative would be a less expensive State-supported 
medical school, and then there are private sector loans also avail- 
able. 

Mike might want to comment on those alternatives. 

Mr. KosTMAYER. We know that the private sector hasn't done ev- 
erything they are supposed to. 

We were told in 1981 that the private sector would make up for 
the loss, that if poor people needed care, they could show up 1 1 the 
doctor's back door and that churches would fill in. 

Of course, that turned out to be totally untrue. 

It turned out that people with more money contributed less than 
people with less money. 

Mr. Harmon. It is true that the problem of uninsured care has 
not been headed in the right direction. 
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We are supporting an expansion of community and migrant 
health centers in shortage areas, in inner city and rural areas, in 
an attempt to address that as well. 

Mr KosTMAYER. But you are cutting those programs trom tne 
inner cities, 40 percent of the people that some of the university 
funded programs, for example in Philadelphia, Temple University 
of Pennsylvania, where they have set up clinics in poor neighbor- 
hoods, those programs are being cut. , r ^, . 

People have told me they may have to close several of their com- 
munity clinics if those cuts go through. 

Mr. Harmon. Are you referring to support for primary care.' 

Mr KoSTMAYER. Primary care, residential programs, family med- 
ical, internal medicine, pediatrics, all those programs which serve 
the great universities in America's large cities, 40 percent of people 
they serve are poor and if those programs are cut and universities 
get less, they will have to close these programs or reduce them. 

Mr. Harmon. Those are tough decisions. 

Mr. KoSTMAYER. What is tough about that? 

That is the easiest decision in the world. 

1 have no problem with that decision at all, nothing easier. 

Mr. Harmon. We are looking at other sources of funding for 

some of the programs. , j • m«^; 

The biggest funder of graduate medical education is the Medi- 
care program. , , . c a 

A total of $4.7 billion goes into indirect and direct costs ot gradu- 
ate medical education and other costs of health professions train- 
ing; and we are discussing how those funds could be used to en- 
hance primary care in shortage areas. 

We are looking for new approaches there and may have some 
proposals in the future. 

Mr. KOSTMAYER. My time is about to expire. 

I am not picking on you. I am sure privately you agree with me 
more than you agree with the people you work for, but we are talk- 
ing about making it much more difficult for middle-class people to 
go to medical school. 

The Bush administration's programs will make it much more dit- 
ficult for middle-class students to enter medical school in the 
United States and the Bush administration programs attack the 
very weakest and poorest people in our society, especially poor mi- 
nority children in our great cities. 

It is a disgraceful program, in my opinion. 

Mr. Harmon. Our programs here are targeted on disadvantaged 
and minority students and other service programs, such as Healthy 
Start, are targeted on the highest risk communities, so we are 
trying to focus on the most needy. 

Mr. KOSTMAYER. Thank you. , ^ j . 

Mr. Waxman. You are trying to focus on disadvantaged students 
under titles VII and VIII. , . , ^ , . 

Could you give us the administration's technical and working 
definition of disadvantaged, including any income standards used? 

What percentage of the current health profession students tit 
that definition? 

Mr. Harmon. Mike might want to comment. 
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I could say that the definition is undergoing revision based on 
recent legislation. 

Meanwhile, we are using the existing definition. 

Mr. Waxman. Are you redefining disadvantaged out of exist- 
ence? 

Mr. Harmon. No. 

Mr. Waxman. Then what is the existing definition that you are 
using? 

Mr. Harmon. This would be an individual who comes from an 
environment that has inhibiteu the individual from obtaining the 
knowledge, skill and abilities required to enroll in or graduate 
from a health professional school or program or comes from a 
family with an annual income below a level based on Federal 
standards. 

Mr. Heningburg. That is essentially the definition that we are 
now using. 

We use that in the Financial Assistance to Disadvantaged Health 
Professions Student program and propose to use that definition, at 
least initially, in the minority disadvantaged health programs. 

Mr. Waxman. What is a disadvantage, an economic disadvan- 
tage? 

Mr. Heningburg. There may be an economic disadvantage in 
terms of the family income or a cultural disadvantage in terms of 
the individual's educational background— the individual's testing 
on national examinations and the way the institution views the in- 
dividual. 

Mr. Waxman. Mr. Kostmayer gave an example of a young 
woman who may want to go to medical school. Her father is a taxi 
cab driver. Her mother is a teacher. 

He gave figures as to income. 

Would that young woman be considered disadvantaged; 
Mr. Heningburg, You mentioned a mother and father with two 
children. They would probably nut qualify as being disadvantaged. 
If I may, I would like to 

Mr. Waxman. If that family were Hispanic, would that make a 
difference in whether they axe disadvantaged? 

Mr. Heningburg. There may be an economic disadvantage in 
terms of the family income or a cultural disadvantage in terms of 
the individual's educational background— the individuals testing on 
national examinations and the way the institution views the indi- 
vidual. 

Mr. Waxman. Mr. Kostmayer gave an example of a young 
woman who may want to go to medical school. Her father is a taxi 
cab driver. Her mother is a teacher. 

He gave figures as to income. 

Would that young woman be considered disadvantaged? 

Mr. Heningburg. If the family were Hispanic, if the daughter 
scored less than the national average on the aptitude test or had a 
grade roint average below that the University of Pennsylvania nor- 
mally would be looking for, yes, that individual would be disadvan- 
taged. 

On the cultural disadvantaged end of it 
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Mr. Waxman, If she were Hispanic, but didn't have a low score 
and the income were the same, would she be considered disadvan- 
taged? 

Mr. Heningburg. We would leave that determination up to the 
school, and they again would use the criteria that we have been 
talking about. 

The school may decide that the individual is disadvantaged. 
They may decid.^ that the individual is not. 
Mr. KosTMAYER. If her mother were Hispanic, but her father 
Polish 

Mr. Waxman. If her parents were Polish or from an Eastern Eu- 
ropean country and didn't fit into the disadvantaged categories 
that this administration talks so much about, traditional ones, and 
their economic situation was tough, she would be out of luck. 

Does the fact that she is a woman make a difference? 

Mr. Harmon. That is not one of the criteria. 

Mr. Waxman. What if it were a real low-income family, not m 
any of the racial ethnic categories, but their income is fairly low. 

Mr. Heningburg. That individual under the current definition 
would qualify as disadvantaged. 

Mr. Waxman. How low do they have to be? 

Mr. Heningburg. We use the Bureau of Labor Statistics guide- 
lines geared to the size and income of the family. 

We could provide the figure for the record. 

Mr. Waxman. If they qualify, what does the individual get? 

Mr. Heningburg. If they qualify, the school develops a financial 
aid package for that individual taking into account the Department 
of Education program and the various programs administered by 
the Bureau of Health Professions. This year we are awarding $6 
million for the FADHPS program and $10 million for the EFN pro- 
gram; and 60 HPSL schools have $65 million in their revolvmg 
health professions student loan funds. 

Mr. Waxman. You indicated you're working on changing this 
definition. 

What are you looking to do to change this definition? 

Mr. Heningburg. The report language accompanying the Disad- 
vantaged Minority Health Improvement Act of 1990 encouraged us 
to broaden the definition so that it is more inclusive and not so 
much dependent on an individual's income status. 

There will be a notice published for public comment. 

Mr. Waxman. If you are of a certain ethnic racial category, you 
could be wealthier? 

Mr. Heningburg. I would rather not comment on that since the 
definition is not cleared through the Department. 

Mr. Waxman. You are changing the definition to make it orient- 
ed toward ethnic and racial disadvantaged as opposed to economic 
disadvantaged? . 

Mr. Heningburg. That is a major emphasis in the new defini- 

Mr. Waxman. This is at a time when you are recommending that 
the HEAL loans, which would go to anybody be reduced from $260 
million to $60 million? 

Mr. Heningburg. If I might add something on our proposal to 
terminate the HEAL program, the administration has proposed 
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that the funding for the SLS program be increased from $4,000 to 
$10,000 a year. 

In addition, we have identified at least three private organiza- 
tions that are willing to pick up a good part of the HEAL portfolio 
at this point and it would be our intention that the middle-income 
students that Mr. Kostmayer was talking about would continue to 
have access to programs, but they would be run by the private 
sector rather than guaranteed by the Federal Government. 

Mr. Waxman. What programs are run by the private sector? 

Are you talking about going to a bank and getting a loan? 

Mr. Heningburg. No, there are several organizations that run 
guaranteed loan programs. 

We have identified at least three that are interested in pursuing 
this. 

Mr. Waxman. We would like to have the three that are available 
and how much money would be available and their criteria for 
lending money. 

[The following information was received for the record:] 

The following private firms have expressed interest in providing market rate 
loans to health professions students in the absence of HEAL: HEMAR Insurance 
Corporation, Sioux Fall, S. Dak.; University Support Services, Herndon, Va.; and 
The Education Resource Institute [TERI], Boston, Mass. The firms have not present- 
ed the detailed information requested by the chairman. University Support Services 
has expressed an interest in meeting with committee members or staff to further 
discuss their interest in providing loans to health professions students. 

Mr. Kostmayer. The SLS program you are increasing from 
$4,000 to $10,000? 

Mr. Heningburg. That part of the administration's proposals; 
yes. 

Mr. Waxman. That is the amount that an individual student 
could borrow? 
Mr. Heningburg. Yes. 

Mr. Waxman. But you are not increasing the amount of money 
you want to spend on the program? 

Mr. Heningbuhg. The current maximum limit for the SLS pro- 
gram is $4,000 a year. 

The administration is proposing to increase that to $10,000 a 
year. 

Mr. Kostmayer. Within the framework, fewer people will qualify 
for money. 

Mr. Heningburg. SLS is a guaranteed loan program. 

Mr. Kostmayer. You are not increasing the pie. 

Mr. Mullan. It is a guaranteed program in which the loan 
comes from a third party. 

The Government role is to guarantee $10,000 as opposed to the 
previous $4,000. 

Mr. Kostmayer. Would they guarantee more o erall? 

Mr. Heningburg. We understand that. yes. they would. 

Mr. Mullan. That is— the HEAL program is a guaranteed loan 
program, so the loans 

Mr. Kostmayer. That is the one you are going to eliminate? 

Mr. Mullan. Yes. 

Mr. Kostmayer. That serves 38 percent of Americans going to 
medical school; is that right? 
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Mr, Heningburg. Of medical students graduating in 1989, 38 
percent had relied in part on HEAL loans to finance their 4 years 
of education. Medical student HEAL borrowers in fiscal year 1990 
represented 19 percent of all medical students enrolled in that 
year. 

Mr. MuLLAN. The current situation with the loan is that the 
funds are guaranteed by the Government. 

The other participants outside of the students which are banks 
and intermediate institutions as well as schools do not risk-share in 
any fashion. So the $57 million requested in this year's budget to 
make up for past bad HEAL loans is an amount of the order of 
magnitude that will continue to be required each year for years to 
come if the HEAL prCt,ram continues— representing a savings and 
loan kind of situation for the Federal Government. We are not un- 
sympathetic to the needs of students by any means. 

We are asking with this proposal 

Mr. KoSTMAYER. They don t want your sympathy, They want 
your money. 

Mr. MuLLAN. We are asking with this proposal that we examine 
the ways in which the Government administers this effort to assist 
students. Our arguments for phasing out HEAL are that there are 
better ways to provide student aid. It is not an all-or-nothing phe- 
nomenon. 

There are many ways that this program could be fixed. We have 
proposed those in legislative amendments as well as in regulatory 
form. 

Mr. KosTMAYER. None of these programs can be fixed by these 
dramatic cuts 

Mr. MuLLAN. We argue and I think with fair credibility given 
the material Mr. Heningburg gave you, that there are other guar- 
antors in the marketplace who will step in and in a fashion very 
similar, with more discipline, manage these programs which are 
costing more than the total cost of the National Health Service 
Corps everv year to bail them out. 

That represents a substantial leakage of dollars that otherwise 
could go tc support programs or students 

Mr. KosTMAYER. Let me go back to Mr. and Mrs. Smith. 

They own a house. That is an asset. 

Mrs. Smith, a teacher, has a modest pension fund. 

Do those assets count against them in their daughter's ability to 
borrow from these programs? 

Do they leduce the likelihood that Khe can borrow? 

Mr. Heningburg. I believe that the family would be encouraged 
to use those assets. 

Mr. KosTMAYER. How are they going to use their house? 

Mr. Heningburg. You mentioned a pension fund that they draw 
some money from. 

Mr. KosTMAYER. They are not retired. 

Mr. Heningburg. I would like to respond for the record. 

There is a complicated analysis system 

Mr. Kostmayer. Give me a general answer. 

Does it count against them that they are homeowners and have a 
pension fund? 

Mr. Heningburg. Not necessarily. 
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I would like to clarify that answer in the record. 
[The information follows:] 

To determine financial need for the HEAL program, HHS uses the congressional- 
ly mandated need analysis system that was established for Department of Education 
programs as part of the Higher Education Act. Under this system, home equity and 
pension funds of a student's p»»*ents are evaluated as potential resources for depend- 
ent students, but are not evaluated for independent students. (It should be noted 
that the majority of graduate students qualify as independent, in accordance with 
criteria set forth in the Higher Education Act.) Where parents* assets are consid- 
ered, there is an allowance which protects a certain amount of the pension funds 
based on the ages of the parents. In addition, financial aid administrators are au- 
thorized by law to use their professional judgment to make adjustments to any part 
of the need analysis computation to more accurately reflect the student's actual fi- 
nancial situation. 

Mr. KosTMAYER. My conclusion, which may not be correct, is the 
opposite, that it does count against them. 

In general, do you think this program goes in the right direction 
or the wrong direction? 

Do you think it is good that they are going to have such a diffi- 
cult time sending their child to medical school? 

Mr. Harmon. I previously mentioned some other options they 
may have in this regard and I wish we had the resources to assist 
families like this, but with tight resources, we have to put them 
where the need is greatest, with the disadvantaged, minority popu- 
lations, and service-related programs. 

Mr. KosTMAYER. We have the resources. Doctor. 

We are just spending them wrong. 

Thani, you. 

Mr. Waxman. Is the need greater for the family that has fewer 
economic opportunities available to them? 

In other words, a poorer family economically, or is the need 
greater with a family that is wealthier in comparison, but fits into 
certain racial ethnic categories? 

Mr. Heningburg. The need is greater with the poorer family in 
the scenario you described. 

Mr. Waxman. You are changing your definition of disadvantaged 
to move away from that kind of balance you said. 

Mr. Heningburg. We are directed by law to make sure that the 
funds which we administer go to families with the greatest econom- 
ic need. 

Mr. Waxman. Say that again. 

Mr. Heningburg. We are directed by law and by the regulations 
that govern these programs to make sure that the available funds 
go to the families with the greatest need. 

Mr. Waxman. The greatest need is an economic need? 

Mr. Harmon. I believe we are also directed, in connection with 
the enactment of the new disadvantaged minority health law, to 
redo the definition as well. 

In addition to the family's needs and the students' needs, we 
have to look at the general population's need. Minority popula- 
tions, with all their disparities in health status and gaps in access 
to care, need more minority health practitioners. 

We think that is justified. 

Mr. Waxman. Mr. Richardson, did you want to ask questions? 
Mr. Richardson. Yes. 
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Mr. Waxman. You are recognized for that purpose. 

Mr. Richardson. Dr. Harmon, would you give me a status report 
on the minority centers of excellence, your recruitment efforts, 
how far you have gone since ve passed the bill last year? 

Mr. Harmon. I believe that program is well underway and we 
are seeking to establish these centers. 

Dr. Mullan would probably want to comment specifically. 

Mr. Mullan. Yes. . . j 

Mr. Richardson, under the new legislation we have mitiated a 
cycle of applications. . xt • 

We have received 32 applications under the Hispanic-Native 
American and Other Centers of Excellence portion of that legisla- 

Twenty-two of those centers have been Hispanic; 8, Native Amer- 
ican; and 2 other centers. 
A peer view process is underway and awards will be made in tne 

near future. , j r • 

We anticipate that there will be something on the order ot six or 
seven Hispanic Centers awards made for a total of $2.5 million and 
about 4 Native American awards made for a total of about $1 mil- 
Mr. Richardson. This is a good start, but what are the projected 
plans for the next 5 years? 
This is a rather modest effort. Do we have a budget problem.'' 
Mr. Mullan. The administration's budget for fiscal year 1992 
calls for a modest increase in appropriations for all of the Centers 
of Excellence programs, and we would anticipate that this support 
would be a strong part of the administration s budget proposals in 
years to come. 
Mr. Richardson. Thank you, Mr. Chairman. 
Mr. Waxman. Thank you, Mr. Richardson. 

Gentlemen, we appreciate your testimony and we look forward to 
working with you on this legislation. , tt i i « 

[Questions from Mr. Waxman and answers trom Health Ke- 
sources and Services Administration follow:] 

HEAL Program 

(1) What percentage of the HEAL defaults are due to bankruptcy? Is there abuse 
of the use of bankruptcy as a means to avoid paying these student loans/ If so, how 
should the Public Health Service Acl be changed to prevent abuse? . r 

Please include information for the two most recent fiscal years on the number ol 
defaults paid by DHHS that were due to bankruptcy. 

Answer: Approximately 20 percent of the HEAL claims are due to borrowers 
for bankruptcy. Although there is no way to prevent an individual from filing for 
bankruptcy, HEAL borrowers have been largely unsuccessful m using bankruptcy 
as a means to avoid paying these student loans, due to an existing provision of the 
Public Health Service Act which makes it extremely difficult to discharge a HEAL 
loan due to bankruptcy, Accordingly, no changes are needed in the Public Health 
Service Act to prevent abuse. It should be further noted that the HEAL regulations 
currently allow lendei-s to file a claim as soon as they receive court notice that a 
borrower has filed for bankruptcy, even though the HEAL loan generally is "ot eli- 
gible for discharge. The Administration is in the final stages oi amending the HEAL 
regulations to require lenders tx) hold the HEAL loan if a borrower files for bank- 
ruptcy under Chapter 7 of the Bankruptcy Code, and to continue pursuing collec- 
tions upon completion of the bankruptcy proceedings. It is expected that this will 
significanHy reduce the claims filed due to bankruptcy, since Chapter 7 bankrupt- 
cies have accounted for approximately 60 percent of the bankruptcy claims filed in 
the 2 most recent fiscal years. 
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For the 2 most recent fiscal years, the number of claims paid by DHHS that were 
due to bankruptcy are as follows: 



Fncai iw 



Number 



Dollar value 



1990. 
1989 



255 
159 



$10.5 miltion 
$6.9 million 



(2) After the litigation and postjudgment collection requirements are met, the 
lender/holder is pxi by DHHS. Most of the defaulters of HEAL loans are or \yill 
become health care professionals. Although their earnings are constrained during 
residencies and during their initial years of practice, many of these individuals will 
eventually earn substantial incomes. 

Why are defaults occurring? Are incomes of health professionals inadequate to 
repay their student loans? Is income inadequate for a period of time at the begin- 
ning of repayment? Are defaults due to failure to complete training significant? Are 
technical defaults (re: failure to file a deferral form) significant factors in total de- 
faults? 

Please explain the methodology used in gathering information to answer this 
question. 

Ansu*€r: A 1988 survey Of HEAL defaulters showed inadequate income at the 
time repayment begins as the number one reason borrowers default. M^jor reasons 
cited for inadequate income included licensing delays, the high costs of practice 
startup and business/ practice financial problems. These results would indicate that, 
at least for some health professionals, income might be inadequate at the beginning 
of repayment to sustain HEAL loan payments. Borrowers do nave graduated repay- 
ment options and may request forbearance for up to two years to 'overcome tempo- 
rar>* financial difficulties, and substantial numbers of borrowers make use of these 
HEAL loan program features. Approximately eight percent of all defaults are by 
borrowers who nave failed to complete their health professions educations. While 
the specific percentage of defaults which are technical defaults is not known, techni- 
c«l defaults are known to occur, and DHHS has taken steps to minimize technical 
defaults. In particular, speci«il efforts have been made, working with health profes- 
sions associations, to identii\' delinquent borrowers in the litigation process who 
should actually be in defe -ment. Further detection of potential technical defaults 
occurs at the time a claim is submitted for payment. At that time, verification is 
soucht that the borrower is not in a deferrable status. 

The information used to answer this question was derived from the results of a 
19K8 survey of HEAL defaulters on the reasons for defaults, as we)l as from Health 
Ilesources and services Administration FHRSA] financial operating reports. 

(3) To what extent are losses to the Student Loan Insurance Fund due to defaults 
or to the failure* to pursue judgments in later years? 

Please provide for fiscal year 1989, 1990, 1991 and projected 1992 losses to the Stu* 
dent I/oan Insurance Fund. Provide this information for each type of health profes- 
sion school. 

Answer: Approximately 70 percent of all claims paid have been defaults. Defaults 
which occur in later years, i.e several years after a borrower enters repayment, 
have not been a major default activity to date, Current data shows that 85 to 90 
f)ercent of all defaults to date occur within 1^ years of entry into repayment. On a 
cumulative basis, however, it is expected that later defaults will make up a more 
Bubstantial portion of the total a« the -i3-year life cycle of a HEAL loan continues. 
Judgments are pursued in later years if it in determined that the pursuit of a judg- 
ment immediatelv after f»a^ing a default claim would not be productive. 

(Maims by health professions discipline, by thousands of dollars, are provided in 
the following table for the years 1989, 1990, 1991 and 1992: 



(>ifop(actic 

Dentistry 
Podiatry 
Osteopathy 



Fisal year 


Rs«l year 




Fiscal year 


1989 


1990 


1991 (est ) 


1992 (est ) 


$2,900 


$9,257 


$16,096 


$20,811 


?,300 


6,002 


10.436 


13.494 


2.300 


5.294 


9.205 


11,902 


1.400 


2.825 


4.912 


6.351 


700 


1.468 


2.553 


3.3U0 
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' , Fiscal year Fiscaiyear Fiscal year [Si^^/'^\ 

Discipline 1989 1990 1991 (csl) 1992 (est.) 



Ojhef _M50 1.264 2,198_ j.842 

10.100 26.110 45.400 58.700 



(4) For fiscal years 1989-1)1 please provide data on the number of HEAL defaults 
and their dollar value referred to the Department of Justice for collection. 

For fiscal years 1989-91 please provide the percentage of HEAL loans on which 
the Department of Justice [DOJ] has taken action and the amount that has been 

^^A^i^r^^or fiscal j/earfi 1989-91 the number of HEAL defaults and their dollar 
value referred to DOJ for collection were as follows: 



Fiscal year 



Number OoHar value 



tqoq N/A N/A 

{990 294 $10.4 million 

l99r(thK)Ugh 3/31/91)::"^^^^^^ $37.5milllon 



Data is not available on the percentage of HEAL loans on which DOJ has taken 
action for fiscal years 1989-91. However, the following table indicates the number, 
dollar value, and amount recovered on claims in repayment status at UUJ at tne 
end of fiscal years 1989-91; 



Fiscal year 



Numfcer Dollar value Amounl recovered 



iQoq 281 $6.7 million Not available 

iggQ 341 $9.7 million $1.7 million 

iggi'lthfu 3/31/91) 1)07 $l?.3 million $1.0 million 



(5) To what extent are shortfalls in- the Student Loan Insurance Fund due to 
lower SLIF payments charged in the early years of the program? 

Answer: The approximate amounts of HEAL loans made at various premium 
rates through Fiscal Year 1990 are shown below: 



HFAl IwdHig 



One-quarler of 1 percent per year o( in-s^cfwol and grace {0.?5 percent effective flat rate) $178.5 mi lion 

One percent per year of in-schod and grace-(3 percent effective flat rate) $398.1 mi (on 

Two percent per year ol in-sciiool and grace- (6 percent effective flat rate) $5?5^8 million 

Eight percent flat rate »»'052.^ ^"'"'^ 



Eight percent of the HLAL loans in repayment have not been repaid and have 
resulted in claims againr.t the insurance fund. An 8 percent insurance premium 
since the program's inception would have reduced, but not eliminated, the potential 
SLIF shortfall, due to t!ie accrual and compounding of interest. 

(6) Are you aware oi* other Federal loan programs that r.se their own attorneys or 
outride contractors to pursue defaulted loans? Please identify such programs and 
provide information on their relative effectiveness. . j * 

In this regard, dies the Department of Justice have authority to hire outside at- 
torneys for debt collections? If got is DOJ using this authority for the REAL pro^ 
cram 

Answer We are not aware of other Federal loan programs that use their own at- 
torneys or outside contractors to take legal action against borrowers who are in de- 
fault It is our understanding that only the Attorney General is authorized to take 
legal action against debtors who have defaulted on loans owed to the federal Oov- 

^7r"iral8o our understanding that DOJ has authority to hire outside attorneys for 
debt collections, and has used tWiH authority on a pilot basis (i.e., in 7 out ot 94 juris- 
dictions) for the HEAL program. 
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(7) To what extent are SLIF payments charged to students of one health profes- 
sion subsidizing the defaults of students from another health profession? What 
would be the effect of individually adjusting the SLIF rate to reflect the relative 
default rates of each class of health profession school? 

Answer: The extent to which SLIF payments charged to students of one health 
profession subsidize the defaults of students from another health profession can be 
estimated by looking at the following data, ivhich indicates, by discipline, the total 
amount of insurance premiums tha^ have been paid into the SLIF compared with 
the total amount of claims filed against the SLIF as of September 30, 1990: 



()iscH)lifl€ insufafwgemiums 



Allopathy $49.0 million $28.6 tnlllion 

Osteopathy $19.6 million $8.1 mliiion 

Dentistry $20.8 million $31.1 million 

Chifopfactic $16.8 million $38.8 million 

Podiatry $10.0 million $14.7 million 

Other 7.3 million $8.2 million 



Adjusting the insurance premium rate to reflect the relative default rates of each 
discipline would be a more equitable way of assessing this charge, but would also be 
very costly for students in the disciplines with the highest default rates. 

Mr. Waxman. Our next panel will comment on some of the con- 
troversial issues raised by the President's budget proposal to phase 
out the HEAL program. 

Our witnesses will be Gerard W. Glum and Sid Williams, repre- 
senting the Association of Ghiropractic Golleges; and Kurt He- 
getschweiler, representing the American Ghiropractic Association; 
Anthony J. McNevin, representing the American Association of 
Colleges of Podiatric Medicine. 

We are pleased to welcome you to the hearing. 

Your prepared statements will be entered into the record. 

Please limit the oral presentation to no more than 5 minutes. 

Mr. Glum. 

STATEMENTS OF GERARD W. CLUM, PRESIDENT, ASSOCIATION 
OF CHIROPRACTIC COLLEGES, ACCOMPANIED BY SID E- WIL- 
LIAMS, CHAIRMAN, LEGISLATIVE TASK FORCE; KURT HE- 
GETSCHWEILER, CHAIRMAN, COMMISSION ON LEGISLATION, 
AMERICAN CHIROPRACTIC ASSOCIATION; AND ANTHONY J. 
McNEVIN, PRESIDENT, AMERICAN ASSOCIATION OF COLLEGES 
OF PODIATRIC MEDICINE 

Mr. Glum. Thank you, Mr. Ghi ^rman. 

We appreciate the opportunitj 'o be here today with you to dis- 
cuss the concerns of the Afisociauon of Chiropractic Colleges rela- 
tive to the budget proposal as it reflects on the HEAL program. 

We are in opposition to the budget proposal to remove the HEAL 
program and to stop the program after so many years of activity. 

We feel that the responsibility of the association is to bring to 
this table today and to your attention a series of reforms that 
would assist you in crafting a better and more functional program 
for all of the persons involved, for the students at Ghiropractic Col- 
leges, for the daughter of Mr. and Mrs. Smith, referenced by Mr. 
Kostmayer, and for all of the persons who have participated in the 
program. 
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One of the most important considerations is an extension of the 
deferment period or the initial time frame before which repayment 
of the loans begins. r • 

If you look at the reports from the Bureau of Health Professions, 
it is obvious that the major problem that leads to default is the 
time frame between earning reasonable income to be in a position 
for prepayment and the start of the repayment cycle itself. 

With the addition of a 1-year deferment period that would pre- 
cede the existing 9-month period, we feel that this would be a rea- 
sonable approach to allowing the individual to establish themselves 
in practice and be in a position for meaningful repayment. 

It was pointed out earlier that the groups of pediatric students, 
chiropractic students and dental students have more serious repay- 
ment default concerns. 

These are students impacted by the time frame problem. 

They enter private practice directly and as a result are most im- 
pacted by the timing sequence. 

The second consideration is the involvement of chiropractic stu- 
dents in the HPSL program. 

At the present time, they do not have access to the HPbL pro- 
gram. 

As a result, the loan of last resort, which was the HEAL loan, 
becomes very economically a loan of first resort in that the HPSL 
program is a more cost-effective program, it is less burdensome to 
the students, and it provides for the opportunity for the student to 
provide funding for their education i.i a less burdensome fashion. 

The third factor has been spoken of this morning, although not 
the jurisdiction of this committee, but the increase in the SLS pro- 

We feel that that would be a significant factor in helping to ease 
the dependence on HEAL and, therefore, help rectify some of the 
problems that have existed with the program itself. 

The final consideration that the Association would like to bring 
to your attention is the standardization of default rate calculation. 

There has been a great deal of discussion and comment over the 
past year on default rates in all loan programs for students and 
one of the problems is that we encounter is that the Stafford pro- 
gram, for example, their method of default calculation is different 
than the HEAL prograni and when you sit down to compare apples 
and oranges, it is very difficult to do. 

We propose that standardization of the default rate basis would 
be an appropriate move to give you greater oversight capacity and 
greater ability to understand what the status of the individual pro- 
grams is when they are compared to one another. 

The other considerations that I would ask, that when you consid- 
er the question of the dollars or the percentages of the program 
that chiropractic students are involved in that are in default com- 
pared to other disciplines at this time, one of the most important 
aspects that has to be considered is the percentage of chiropractic 
loans that are in repayment versus the percentage of loans of other 
disciplines that are in repayment. 

At the present time, approximately 47 percent of all loans made 
to chiropractic students are in repayment as opposed to 19 percent 
of loans made to students at Allopathic Institutions? 
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As a result, when one starts to compare the dollars in default, 
they are skewed tremendously. 

If the playing field was level and the calculation brought out to 
what the number would be when 47 percent of each group is in re- 
payment as chiropractic is then the num. t situation would be 
more equitable and would not be as marked as it appears to be in 
the budget proposal that has already come out. 

Mr. Chairman, at this time, I would like to ask that the remain- 
ing time that I have be allotted to Dr. Sid Williams. He is chair- 
man of the Legislative Task Force of the Association of Chiroprac- 
tic Colleges and chairman of the Board of Directors of the Interna- 
tional Chiropractors Association. 

[The prepared statement of Mr. Clum follows:] 

Prepared Statement of Dr. Gerard W. Clum, President, Association of 
Chiropractic Colleagues 

On behalf of the Association of Chiropractic Colleges [ACC] and the nearly 10,000 
students currently attending our member institutions, I wish to thank the Commit- 
tee for this opportunity to provide information on the federal student loan issue 
from the unique perspective of the chiropractic college community. 

The Chiropractic Profession 

Chiropractic is an efficient, cost-effective primary health care alternative which 
offers consumers and third-party payment agencies a drug-free, nonsurgical health 
care option that is highly inappropriate for a wide range of conditions. Doctors of 
Chiropractic^ thanks to our present system of quality chiropractic education, are in- 
tensively trained in the basic sciences, anatomy, physiology, diagnostic procedures 
and public health issues, and are unique am< — primary health care providers in 
their curricular emphasis on the structure anv K^hanics of the human spine. 

Chiropractic students have an average age of 27 years, 30 percent are married, 
and 30 percent are women. Our educational institutions are private colleges. The 
only federal support for chiropractic education is through the present limited provi- 
sions of the student loan program. 

After the successful completion of established undergraduate prerequisites similar 
to those required in medical and dental programs, chiropractic students must com- 
plete a four year program of full time residential instruction at an accredited chiro- 
practic college. Upon completion of this program, students are awarded a first pro 
fessional degree as a Doctor of Chiropractic. 

The process of obtaining a license to practice chiropractic begins with the qualify- 
ing examination conducted by the National Board of Chiropractic Examiners 
[NBC£]. The NBCE examinations are accepted in whole or in part by all 50 states 
and the District of Columbia, but the majority of states require additional examina- 
tion in clinical competency and other areas before a state license is granted. 

Public acceptance and consumer confidence in the chiropractic profession are at 
an all time high. As public understanding of the positive bentfita of chiropractic 
care increases, so does the effective consumer demand for chiropractic services. For 
example, as the risks of routinely applied surgical solutions lo common back prob- 
lems become more clearly understood, and as the costs of such procedures continue 
to explode, the conservative alternative offered by chiropractic ia being actively 
sought out by millions of Americans every year. 

Recent research findings fully docum(?nt the efficacy and appropriateness of the 
chiropractic alternative for a host of patient conditions. Furthermore, chiropractic 
strongly emphasizes patient responsibility, health education, prevention and health 
maintenance in a drug-free environment. 

We in the chiropractic profession were dismayed, and indeed somewhat puzzled by 
the characterization of chiropractic recently published by the Bush Administration 
in their 1992 Budget proposal. Describing chiropractic as a "low demand" profes- 
sion, this document gives an incorrect impression of the viability of chiropractic in 
today's confusing and increasingly competitive health cure marketplace. It is very 
important to note that throughout its nt^arly 100 years of existence, the chiropractic 
profession has sustained itseH almost entirely with private sector dollars. In 1991, 
the average; doctor of medicine will receive over half of hia or her income from fed- 
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eral, state or local government payments. For the doctor of chiropractic, this figure 
is somewhere around eight percent. 

If there is one primary WUh care profession that can point to private sector 
demand and to marketplace viability for economic validation, it is chiropractic, 
Every day, thousands of American consumers decide to spend money out of their 
own pockets for chiropractic services, when traditional medical care is available to 
them through insurance or government programs at a subsidized cost, or no cost at 
all. They make this choice because they believe in what chiropractic has to offer. 

The HEAL Program and Chiropractic Education 

We in the chiropractic college community find it difficult to understand how the 
elimination of one vitally important professional funding mechanism, the Health 
Education Assistance Loan [HEAL] Program, could, in any conceivable way, be in 
the best interest of the consuming public, which we in the health care disciplines 
strive to serve. 

To help you understand why we hold this position, I wish to focus the attention of 
the committee on the exact context in which the chiropractic college student finds 
him or herself in the process of funding a professional education and to convey, in 
as clear and concise a way as possible, the vital importance of the HEAL Program 
to the chiropractic student and to the thousands of individual patients each one will 
ultimately serve. 

When the HEAL loan program was initiated in 1976, it was viewed by all parties 
as the loan of last resort. It did provide significant borrowing capacity, but it carried 
a devastating interest rate which currently stands at T-Bill plus three percent (9.25 



For many disciplines, HEAL was the loan of last resort, due to the availability of 
other more favorable programs. Among these programs is the Health Professions 
Student Loan Program [HPSL], which carries an interest rate of 5 percent and 
allows borrowing to the level of tuition plus $2500 per nine month academic year. 
But for chiropractic students, who have been excluded from participation in HPSL 
and have had very few, if any, options, the HEAL program is the loan of first and 
last resort. 

The HEAL Timing Problem for Chimpractic Graduates 

It is this forced dependence on the HEAL Program that has contributed to some 
of the problems experienced by chiropractic students in the program. For chiroprac- 
tic students, the HEAL Program has contained a critical design flaw from the very 
beginning. It reflects a standard medical model of education, providing deferrals for 
graduates during periods of internship and residency. This allows a graduate of a 
medical school to be licensed and earning meaningful income well before the person 
moves into repayment. On the other hand, a typical June graduate of a chiropractic 
college seeking to practice in California would be eligible for li ensure examination 
in November, would receive the examination results in January or February, and 
would be required to begin HEAL loan repayment in March. 

For those who doubt the impact of an inappropriate licensure/loan repayment 
cycle, one only needs to review the performance of chiropractic students in states 
where licensure is available immediately after graduation. 

The best performance on HEAL loans in chiropractic is seen with the graduates 
of New York Chiropractic College. In New York, students are eligible to take the 
licensure examination during their last term. As a result, a successful candidate is 
licensed within days after graduation, as apposed to months in the example cited 
from California. The result is a lower default rate due to greater income potential. 

Chiropractic Default Ratei; 

We would like to make two important observa* is concerning chiropractic stu- 
dent default rates. First, in contrast to the stateni nts made by the Office of Man- 
agement and the Budget [OMBl, chiropractic default rates are not the highest rates 
being experienced by the HEAL program. For example, in an October 1990 report 
issued by the Bureau of Health Professions' Division of Student Assistance, default 
rates were noted as follows: Public health, 15.7 percent; health administration, 11.7 
percent; podiatry, 10 percent; chiropractic, 9.7 percent; dentistry, 7.7 percent; and 
medicine, 5 percent. 

Chiropractic default rates relative to other professions are still overstated. We be- 
lieve that as other professions, most notably medicine, reach the stage that chiro- 
practic graduates have that have our relative position among the professions in 
terms of default rates will improve. 

The second point we would like to make concerning chiropractic default rates is 
that through the efforts of our colleges, they have significantly improved over the 
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last four years. Every year since 1986, chiropractic students have borrowed fewer 
HEAL dollars than the year before. Aggressive debt awareness and debt manage- 
ment strategies have been presented to chiropractic students across the country. As 
a result, yearly default rates have gone down in four of the last five years. 

Further Reforms in the HEAL Program 

As taxpayers and citizens we realize that current HEAL default rates must be im- 
proved beyond the reductions that we have made in the last four years. To this end, 
on behalf of the Association of Chiropractic Colleges, we urge, in the strongest possi- 
ble way, that serious consideration be given to the following reforms: (1) Amend the 
provisions of the HEAL Program to provide all disciplines with a standard one year 
or more deferment before the tolling of the present nine month grace period. As 
previously discussed this reform would "level the playing field" and allow chiroprac- 
tic graduates to establish themselves before beginning repayment. 

(2) Access and appropriate funding be provided for the participation of chiroprac- 
tic students in the Health Profession Student Loan [HPSL] Program. 

(3) Increase the borrowing capacity for all eligible students under the supplemen- 
tal loan to assist students [SLS] from the current $4,000 per year to $10,000 per 
year. An increase in the SLS borrowing capacity and inclusion in the HPSL Pro- 
gram would decrease dependence on the HEAL program and make it truly a 'last 
resort' option. These two reforms would increase chiropractic students access to pro- 
grams that have both fairer interest rates (good for the students) and who have sig- 
nificantly lower default rates than the HEAL program (good for taxpayers). 

(4) Standardize the process by which default levels are calculated in all federal 
student loan programs according to the process employed by the Department of 
Education. Part of the HEAL programs "default problem" stems from the method 
used to calculate the default rates. HEAL program default rates should be calculat- 
ed in the same manner as other programs. 

We believe the above requests are reasonable and serve the publics' interest. 
These reforms would result in increased access to health care, lower costs of health 
care due to lower educational funding costs and greater levels of student loan repay- 
ment 

A Devastating Reform 

We are aware of a "reform" being prepared that would have a devastating effect 
on the HEAL program. The Department of Health and Human Services is prepar- 
ing a regulation that would arbitrarily implement a cutoff lev^»l of default on an 
institutional or discipline basis. We ask you to thoroughly and carefully consider the 
wisdom of allowing that regulation to be implemented, Such a broad axe approach 
to this issue would serve to disenfranchise some of the most needy students in disci- 
plines across the spectrum of health care, Minority and female students would be 
impacted to an extreme. We implore you to consider a moratorium on regulations 
regarding default rates and for you to continue to monitor the progress of the pro- 
fessions in dealing with this matter after the reforms suggested above are imple- 
mented. 

To do our part, we pledge our continuing support in implementing default reduc- 
tion programs at each of our Colleges. Federal assistance for chiropractic education 
provides a door of opportunity through which thousands of young men and women 
have passed into careen* as health professionals and productive taxpayei*s. We im- 
plore you to keep this door open as wide and as obstacle free as possible. 

We thank you for your consideration. 



Mr. Williams. Thank you, Mr. Chairman and distinguished 
members of the committee. I take this great opportunity to repre- 
sent the International Chiropractors Association. I appreciate the 
opportunity. 

In this process of default rate reduction, the Congress has an im- 
portant role to play. It is vitally important that the members of 
this committee recognize that there are critical flaws in the design 
of the HEAL loan program as it applies to chiropractic students. 

We emphatically believe that the legislative correction of these 
inherent programmatic problems will allow the chiropractic profes- 
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sion to bring the HEAL default rate down to the impressively low 
levels we are recording in other student loan programs. 

For example, the general student loan default rate for Life Col- 
lege, of which I am president, is below 3 percent. 

What is urgently required is the amendment of the payback 
schedule to reflect the realities of the postgraduation process of ob- 
taining a chiropractic license and establishing a practice, or secur- 
ing employment in an existing chiropractic practice or institution. 

This is a process that can easily take a full year, or perhaps even 
longer, depending on the time of graduation and the State in which 
the graduate is seeking licensure. 

The HEAL loan payback schedule is designed to fit the circum- 
stances of the typical medical school student, providing generous 
deferrals for graduates during periods of internship, residency and 
postgraduate study. 

These are reasonable provisions, and we support their continu- 
ance. 11 

However, in fairness, we call upon the Congress to deal with the 
chiropractic college graduate with the same sensitivity, recogrizing 
the fact that it is routinely quite difficult and often quite impossi- 
ble for chiropractic graduates to be licensed and in a position to 
earn a professional income 9 months after graduation. 

To correct this unfortunate imbalance in the HEAL program, we 
urge the Congress to enact amendments to the current program to 
provide all disciplines with a standard 1-year deferment before the 
start of the present 9 month grace period. 

Thank you, Mr. Chairman. 

Mr. Waxman. Thank you very much. 

[The prepared statement of Mr. Williams follows:] 

Prepared Statemknt of Sid E. Williams. Chairperson ok the Board. 
International Chiropuactors Association 

I am pleased to have the opportunity to share with the Committee important in- 
formation about chiropractic and our system of professional education, in the hope 
that you will better understand the iiriportance of the Health Education Assistance 
I^an [HEAL] program not only to our students and practicing Doctors of Chiroprac- 
tic in active practice, but ultimately to the consuming public as well. 

For sixty-six years, the International Chiropractors Association has sought to set 
the highest technical, professional and ethical st^indards for the chiropractic proies- 
sion. The primary means through which these goals have been addressed is through 
the system of chiropractic education. Quality education is, without Question, the pri- 
mary element essential to insure the delivery of quality service. This is as true m 
chiropractic as it is in medicine, dentistry or any other licensed health care protes- 
sion. , . . 

Chiropractic educational standards are strict and demanding, requiring a thor- 
ough background in the basic sciences roughly equivalent to medical, dental and os- 
teopathic programs and four years of fulltime, residential instruction in human 
anatomy, physiology, biology, biomechanics, chiropractic diagnosis, adjustive tech- 
niques, public health issues and chiropractic philosophy. . 

Chiropractic college students must complete a rigorous and uniquely specialized 
program of classroom and practical training that includes more tnan '-^i.OOO hours of 
specific study of the anatomy, dynamics and biomechanics of the human spine and 
the nature, and componenU of the spinal subluxation complex. No other health care 
professional devotes this level of serious scientific study to the human spine. The 
process of adjusting the human spine to correct spinal Bubluxation(8) is chiroprac- 
tic's unique contribution to health care. . 

Chiropractic studenU are thoroughly trained in the appropriate use ol sophisticat- 
ed diagnostic technology including x-ray, thermography, video-fluoroscopy and other 
state-of-the-art investigative technologies and procedures. The capacity to fully 
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evaluate the health care needs of the chiropractic patient, including appropriate re- 
ferrals to other health professionals, when necessary, is an im^ )rtant objective of 
chiropractic education. 

Nearly 10,000 students attend the 14 chiropractic coUeces accredited by the Coun- 
cil on Chiropractic Education [CCE], CCE is recognized by the U.S. Department of 
Education and the Council on Post Secondary Accreditation [COPA] and is the 
world's oldest and most respected academic standards organization for chiropractic. 

Most of our colleges have sought to further certify their academic strength by 
qualifying for recognition and accreditation by regional accrediting agencies. For ex- 
ample, Life College in Marietta, Georgia, is additionally accredited by the Southern 
Association of Collects and Schools and Palmer College in DavenpM, Iow», is ac- 
credited also by the North Central Association of Colleges and Schools. 

Chiropractic educational institutions operate largely without the benefit of federal 
or other public grant monies. The chiropractic profession is unique among licensed 
primary health care professions in that its educational system ha« historically been 
funded almost entirely through private sources. Despite this unfortunate and in- 
equitable handicap, the system of chiropractic education has, in recent years, grown 
dramatically and developed both in size and in the quality of the programs offered 
as well as in the professional excellence of its graduates. 

Research into the fundamental components of chiropractic science and the effica- 
cy of chiropractic care is an important element in the mission of U.S. chiropractic 
colleges. Again, without public funding on any significant level, chiropractic colleges 
engage in wide-ranging health research activities at the highest technical and pro- 
fessional level. 

This is the world a new student encounters when he or she enters chiropractic 
college. However, a demanding curriculum and high academic standards are not the 
only challenges facing these young people. Finding the money to pay for a profes- 
sional health care education is becoming increasingly difficult. It is somewhat dis- 
heartening to appear before you today for discussions on the future of federal fund- 
ing programs for health education, in the context of the Administration's proposal 
to eliminate one of the most effective and important of the publicly funded assist- 
ance options available to people seeking a professional health education. 

We at the International Chiropractors Association were deeply disturbed by the 
proposfls made by the Bush Administration in their 1992 Budget regarding the 
elimination of the Health Education Assistance Loan [HEAL] Program. We were 
equally alarmed by the Administration's plan to expressly exclude chiropractic and 
pediatric students from the programs proposed to fill the void left by HEAL's termi- 
nation. 

It would appear that the reasoning behind the Administration's proposal regard- 
ing HEAL is based on an inaccurate or incomplete understanding of the chiroprac- 
tic situation, particularly with regard to the default rate. 

The chiropractic college community shares the Administration's concern over the 
issue of HEAL loan defaults. Reducing this rate has been and continues to be one of 
the highest priorities of our college administrators, myself included. Sound debt 
management programs, debt awareness education, the aggressive pursuit of alterna- 
tive funding sources and enhanced practice and business management assistance 
programs have combined to both reduce the amount of new HEAL dollars borrowed* 
and to bring the yearly default rates down in four of the pa^t five years. 

We are working hard to make the HEAL loan the option of last resort that it w.ls 
intended by Congress to be. We are proud of the progress we are making. We also 
realize there is much work yet to be done. 

In this process of default rate reduction, the (Congress has an important role to 
play. It is vitally important that the members of this Committee recognize that 
there are critical flaws in the design of the HEAL loan program as it applies U) 
chiropractic students. We emphatically believe that the legislative correction of 
these inherent programmatic problems will allow the chiropractic profession to 
bring the HEAL default rate down to the impressively low levels we are recording 
in other student loan programs. For example, the GSL [General Student Loan] de- 
fault rate for Life College, of which I am President, is below three percent. 

What is urgently required is the amendment of the payback schedule to reflect 
the realities of the postgraduation process of obtaining a chiropractic license and 
establishing a practice, or securing employment in an existing chiropractic practice 
or institution. This is a process that can easily take a full year, or perhaps even 
longer, depending on the time of graduation and the state in which the graduate is 
seeking licensure. 

The HEAL loan payback schedule is designed to fit the circumstances of the typi- 
cal medical school student, providing generous deferrals for graduates during peri- 
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ods of internship, residency and postgraduate study. These are reasonable provi- 
sions, and we support their continuance. However, in fairness, we call upon the U)n- 
trress to deal with the chiropractic college graduate with the same sensitivity recog- 
nizing the fact that it is routinely quite difficult and often quite impossible tor 
chiropractic graduates to be licensed and in a position tx) earn a professional income 
nine months after graduation. To correct this unfortunate imbalance in the HhAL 
program, we urge the Congress to enact amendments to the current program to pro- 
vide all disciplines with a standard one year deferment before the start ot the 
present nine month grace period. , , , r , j j 

We also have serious concerns about the way in which default records and aggre- 
gate default statistics are calculated in HEAL. We understand that once a chiro- 
practic loan is recorded as being in default, it remains in that category even if the 
recipient repays the obligation in full. Clearly this type of procedure makes tor a 
distorted picture of the true repayment situation. We urge the Congress to standard- 
ize the process by which default levels are calculated in all federal student loan pro- 
grams according to the methodology utilized by the U.S. Department of Education 
To truly make HEAL the funding option of last resort, we urge the inclusion ot 
chiropractic students in other federal programs, such as the Health Professions stu- 
dent Jx)an Program [HPSL], and the expansion of the borrowing capacity for eligible 
students in the Supplemental Loans for Students [SLS] program. We urge the Con- 
gress to seriously consider the importance of these program changes in addition to 
the HEAL program reforms outlined above. ^ *u ut>AT 

Finally, it is important to address the Administration s contention that the WhAL 
program does little to assist disadvantaged and minority students to obtain a profes- 
sional h'^alth education. While we are in no position to offer data on other profes- 
sions, in chiropractic education, HEAL is without question the primary means by 
which minority enrollment is underwritten. j * *u 

Doctors of Chiropractic in general and the ICA in particular are committed to the 
establishment of a chiropractic profession in the U.S. that reflects the differences 
and diversity in our society. For many years, ICA has funded a minority scholarship 
program, in cooperation with the American Black Chiropractors Association, and 
ICA affiliated colleges have led the way in minority recruitment, including assist- 
ance in obtaining preprofessional educational requirements. The HEAL Program 
has served to fund the professional education of the vast majority of Hispanic, 
Native American. Asian and African American chiropractic students when other 
avenues of public funding were closed and when private resources were not ade- 
quate or not available at all. i . r u i^u 
The elimination of the HEAL Program and the arbitrary exclusion of any health 
profession from the HPSL Program or any other federal assistance program will 
serve only to slam another door in the faces of able, intelligent, courageous young 
men and women who want nothing more than the opportunity to work and to strive 
as health care professionals. . , . l u 

In closing, I urge the Committee to consider all those HEAL loan borrowers who 
do successfully repay their obligations, in full and on time. Their achievements, in 
the face of genuine adversity and at great cost because of the high interest rates 
and premiums attached to the HEAL loan are a national success story, in chiroprac- 
tic and in all the other professions. Their entry into Amencas pool of health per- 
sonnel has helped to keep national health care costs down and plaved an important 
role in meeting the growing need for quality service in a health care delivery 
system under serious pressure. ^ , » i.- i f^w 

On behalf of the officers, directors and membership of the International Chiro- 
practors Association, which includes nearly 3,000 chiropractic college students, 1 
wish to thank the Committee for this opportunity to present our perspective on this 
vitally important issue. We will be happy to provide any additional information you 
may require and to answer any questions you may have. 

Mr. Waxman. Now, let's hear from Mr. Hegetschweiler. 

STATEMENT OF KURT HEGETSCHWEILER 
Mr. Hkgktschweiler. Thank you, Mr. Chairman, for providing 

the American Chiropractic Association to testify on the issue of 

Federal student loans. 
Mr. Chairman, the issues which we are addressing today deserve 

a serious and thorough analysis. Although a full understanding of 

the HEAL loan program requires a detailed examination of many 
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technical issues—the message we wish to deliver today is very 
simple: 

One, the HEAL program serves many admirable and important 
policy objectives, and as such, deserves to be ( ^ntinued. 

Two, the default rates in the program are unacceptably high— 
and Congress should address this problem through the enactment 
of meaningful legislative reform. 

Three, no single health care profession, or group of professions, 
should be singled out for punitive treatment which would bar 
them, as a class, from participation in the program. 

All institutions, regardless of profession, should remain eligible 
to participate in the program, as long as they remain in compli- 
ance with any new eligibility standards established by Congress. 

All institutions should be treated fairly and should be made to 
adhere to the same rules and regulations— regardless of profession. 

Mr, Chairman, we categorically reject the 0MB position on this 
matter, as stated in their fiscal year 1992 budget submission. 

The recommendation, to exclude the chiropractic profession from 
the HEAL program, was an unfortunate method by which to solve 
a complex public policy issue and constitutes little more than gra- 
tuitous '^profession-bashing." 

In any other arena, OMB's choice to delete an entire class of pro- 
viders or group of professionals from a Government program would 
have been seen as discriminatory and as such totally unacceptable. 

In attempting to address the legitimate concerns about the 
HEAL program, the American Chiropractic Association has tried 
to play a constructive and positive role, by helping to craft a series 
of possible program reforms which could be instituted. 

We have included a suggested list of reforms as an attachment to 
this testimony for your review. 

We have made a good faith effort to craft reforms which are all 
inclusive, and we believe we have offered substantial and credible 
suggestions. 

We do not claim that our list of possible reforms is perfect—how- 
ever, it would seem reasonable to assume that if this committee 
were to positively signal its strong intent to reform ^1^*> program — 
rather than abolish it— then other parties might be encouraged to 
develop helpful reform suggestions as well. 

We encourage any constructive dialogue which might result from 
this approach. Whatever Congress does, it should be guided by two 
principles: fairness and incentives to all participants in the pro- 
gram. 

I wish to make one point absolutely clear. We recognize and fully 
accept the legitimate need to address the problem of unacceptably 
high default rates within our profession. 

We do not seek to evade or shift the emphasis off the compelling 
need to address this problem. 

We fully support the imposition of needed reforms to the HEAL 
program— which will strengthen— not weaken the program in 
order to guarantee that the program continues to fulfill those 
policy objectives for which it is intended, by providing continued 
access to a critical source of student loan funds for students of all 
health care disciplines, including chiropractic. 
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One of the major reforms which has surfaced mvol.ves the estab- 
lishment of a default rate cap-or other capping mechanisms, 
which would preclude institutions with excessively high detauit 
rates from participation in the program. 

We have no problem supporting this concept, as long as any cap- 
ping mechanism or rate is applied equally to all institutions, re- 
gardless of discipline. . , . I.,. 1, J J 4.U« 

The actual capping rate, which might be established and the 
mechanisms used to define or compute default rates are a matter 
of concern to our profession. ^ -.u 

Any cap established should be both realistic and consistent with 
meeting the public policy needs and objectives of the progi am. 

Before concluding our testimony, I would like to make note ot 
the following observations which we feel should be given consider- 
ation by the coT.mittee in its deliberations: 

One, an incentive-based system to encourage institutions to bring 
down their default rates should be enacted. Systematic exclusion 
from the HEAL program or other draconian measures do nothing 
to encourage the many schools with low HEAL default rates from 
continuing their work to bring default rates down. One idea is to 
establish a differential insurance premium rate and allow a d- to b- 
year phasein to bring down the default rate to an acceptable level. 

Two, all eligible provider groups should be treated equally across 

the board. , i ^ l • ■ ■ 

Three, default rates should be calculated on a cohort basis simi- 
lar to the Department of Education calculations. 

Four, while we feel current chiropractic default rate are unac- 
ceptable, other classes of providers have a higher percentage ot de- 
faulting students or a comparable percentage rate. 

Five, all HEAL eligible disciplines should be less expensive 
HPSL loan program. , . , ^ 

It makes sense that students who are paying higher rates are 
having more difficulty repaying their f.tudent loans. 

Put all disciplines on the same playing field before comparing 
them. Provide additional incentives. If an institution meets the 
HPSL standards, the institution should be eligible. 

End the professionwide exclusion of chiropractic from HPbL; 
that is not only fair, but adds incentives to schools to continue to 
bring down their default rates. , . j 

Mr. Waxman. The rest of that statement will be in the record. 

Your time has expired. 

I have to respond to a vote on the House floor, so I will recess 
the meeting now and if Mr. Kostmayer comes in we will get started 
again and I will return as soon as I can. 
[Testimony resumes on p. 73.] tt ^ u i 

[The prepared statement and attachment of Mr. Hegetschweiler 

follow:] 



ERIC > 

45-904 0-91-3 



62 



TESTIMONY OF 
KURT HEQETSCHWEILER, D.C. 
CHAIRMAN, COMMISSION ON LEGISUTION 
AMERICAN CHIROPRACTIC ASSOCIATION 

Mr. Chairman, the issues which we are addressing today deserve a serious and thorough 
analysis. /Although a full understanding of all aspects of the HEAL loan program 
requires a detailed examination of many technical issues - the message we wish to 
deliver today is very simple.,. 

One ~ The HEAI. program serves many admirable and important policy 
objectives - and as such, ('^^serves to be continued... 

Two - T[\e default rates in the program are unacceplably high - and 
Congress should address this problem through the enactment of 
meaningful legislative reform... 

X1iI€j£ No single health care profession, or group of professions should be 
singled out for punitive treatment which would bar them - as a class 
from participation in the program. All institutions, regardless of 
profession, should remain eligible xo participate in the program, as 
long as they retnaiu in compliance with any new eligibility standards 
established by Congress. All institutions should be treated fairly and 
should be made to adhere to the sauie mlcs and regulations - 
regardless of profession, 

Mr. Chairman, we categorically reject the 0MB pcjsition on this matter, as stated in 
their FY92 Budget submission. The recommendation, to i.*xcludc the chiropractic 
profession from the HEAL progian^ was an unfortimatc method by which to solve a 
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complex public policy issue and constitutes little more than gratuitous •profession- 
bashing." In any other arena, OMB*s choice to delete an entire class of providers or 
group of professionals from a government program would have been seen as 
discriminatory and as such totally unacceptable, 

In attempting to address the legitimate concerns about the HEAL program, the American 
Chiropractic Association has tried to play a constructive and positive role, by helping to 
craft a series of possible program reforms which could be instituted. We have included 
a suggested list of reforms as an attachment to this testimony, for your review. We have 
made a good faith effort to craft reforms which are all inclusive, and we believe we have 
offered substantial and credible suggestions. We do not claim that our list of possible 
reforms is perfect - however, it would seem reasonable to assume that if this committee 
were to positively signal its strong intent to reform the program - rather than abolish 
it - then other parties might be encouraged to develop helpful reform suggestions as 
well. Wc encourage any constructive dialogue which might result from this approach. 

Whatever Congress does, it should be guided by two principles: fairness and incentives 
to all participants in the program. 

I wish to make one point absolutely clear. We recognize and fully accept the legitimate 
need to address the problem of unacccptably high default rates within our profession. 
We do not seek to evade or shift the emphasis off the compelling need to address this 
problem* Wc fully support the imposition of needed reforms to the HEAL program - 
- which v^ll strengthen - not weaken the program - in order to guarantee that the 
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program continues to fulfill those policy objectives for which it is intended, by providing 
continued access to a critical source of student loan funds for students of all health care 
disciplines including chiropractic 

One of the major reforms which has surfaced involves the establishment of a default 
ratj cap - or other capping mechanisms, which would preclude institutions with 
excessively high default rates from participation in the program. We have no problem 
supporting this concept, as long as any capping mechanism or rate is applied equally to 
all institutions, regardless of discipline. The actual capping rate which might be 
established and the mechanisms used to define or compute default rates are a matter 
of concern to our profession. Any cap established should be both realistic and consistent 
with meeting the public policy needs and objectives of the program. 

Before concluding our testimony I would like to make note of the following observations 
which we feel should be given consideration by the committee in its deliberations: 

• An incentive-based system to encourage institutions to bring down their default 
rates should be enacted. Systematic exclusion from the HEAL program or 
other draconian measures do nothing to encourage the many schools with low 
HEAL default rates from continuing their work to bring default rates down. 
One idea is to establish a differential insurance premium rate. Allow a three- 
five year phase-in to bring down the default rate to an acceptable level 

• All eligible provider groups should be treated equally across the board. 

3 
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Default rates should be calculated on a cohort basis similar to the Department 
of Educatiorv calculations. 

While we feel current chiropractic default rates are unacceptable, other classes 
of providers have a higher percentage of defaulting students or a comparable 
percentage rate. 

All HEAL eligible disciplines should be part of the less expensive HPSL loan 
program. It makes sense that students who are paying higher rates are having 
more difficulty repaying their student loans. Put all disciplines on the same 
playing field before comparing them. Provide additional incentives: if an 
institution meets the HPSL standards, thr institution should be eligible. End 
the profession-wide exclusion of chiropractic from HPSL; that is not only fair 
but adds incentives to schools to continue to bring down their default rates. 

Allow forgiveness of the loan if one provides service in a designated medically 
underserved area, a certain amount for each year served. 29% of ACA's 
members practice in communities with populations of 25,000 or less. These are 
the types of communities that need portal of entry health care providers like 
doctors of chiropractic. 

A chiropractic-specific amendment to allow an additional one-year grace period 
is needed so that practioners have enough time to set up a practice and 
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become established prior to repayment commencement. Other disciplines have 
their residency and internship grace periods and this provision would be 
comparable. 

In conclusion, Mr. Chairman, I would like to reemphasizc that the American Chiropractic 
Association strongly feels that the reauthorization of the HEAL loan program and the 
issue of default rates can be dealt with successfully - through common sense and good 
faith reforms which are fair to all parties involved. Towards this end, we have engaged 
in a productive dialogue with as many of the key players involved as possible. We have 
met privately with departmental officials in charge of administering the program, 
members of Congress and their staffs, college administrators, student participants in the 
programs, associations representing other professions, and other parties interested in the 
HEAL loan program. For us, this has been an encouraging process, as we have been 
told time and time again, that we're on the right track. Our profession has a compelling 
need to participate in the HEAL and HPSL programs and we are sincere in our strong 
desire to see that those student loan programs to which we have access are fiscally 
responsible and sound, so that they can continue to fulfill the important policy objectives 
for which they were intended. In Ihis regard, we stand willing to do our part and to 
continut: to work with others towards a positive common objective. 

We thank the subcommittee for its indulgence, and its willingness to provide us with an 
opportunity to present our views on this important matter. 
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1991 HEAL REFORM SUGGESTIONS 

Among the proposals and suggested reforms in this list are strategies aimed at many 
of the complex factors and policies which contribute to students defaulting on their 
HEAL loans While this list is not assumed to be all-inclusive, we feel it offers many 
substantive solutions to the HEAL default problem. These proposals cover many 
differing aspects leading to student defaults, some require legislative action, some can 
be achieved through regulation, and others can be achieved by the educational 
institutions and organizations representing each profession. These reforms arc not 
chiropractic specific just as the default problem is not profession-specific but rather is 
an institution by institution concern. We believe that all parties involved, colleges, 
lending institutions, professional organizations, and policy-makers should take 
responsibility to effect leform within their sphere to return this valuable program to 
financial solvency and budget-neutrality. 



LEGISLATIVE/REGULATORY REFORMS 

0 Simplify loan process by allowing lending institutions to consolidate HEAL 
loans with otiier student loans 

HEAL loans may currently be combined, but not consolidated with other loans. 
The book keeping process needs to be streamlined for lending institutions in order 
to simplify the collection of loans as well as helping to encourage the repayment o 
loans by allowing the borrower to make one easy payment. 



o Institute an early intervention program through outreach efforts 

During the crucial interval between graduation and the beginning of the repayment 
schedule a stepped-up educational intervention program must be put into place. 
Students who find themselves in a financial bind and are unable to pay should 
be educated about alternatives available to them. A helpful "hotline" manned by 
the educational institutions, lendeis, or the Department of HHS can assist in 
keeping an open dialogue with such former students. Educational materials 
explaining options should be made available. 
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ACA H£AI« Proposed reforms « page 2 



0 Allow a one year deferment before grace penod for students of disciplines not 
eligible for internship or residency deferment. 

Currently many HEAl- borrowers dc no\ even have the opportunity to sit for 
licensure prior to the arbitrary deadline for initiation of repayment. An additional 
one year deferment from repayment should be instituted for those 
health professions which are not eligible for deferment on the basis of a residency 
or internship program. This deferment period would allow the student sit for 
licensure, to establish his/her practice and be in a better position to repay the 
loans. Policies which set unfair deadlines making it more difficult for first-year 
practitioners to meet their obligations must be corrected. 



0 Standardize the Departments of Education (USDE) and Health & Human Senices 
default calculations. USDE proccdtires for Stafford piogram should be applied. 

Standardizing the loan programs will allow for uniform reviews of the various 
programs and to properly assess those procedures which are working to reduce the 
default rates. Default rates for institutions should be calculated on a cohort basis 
rather than cumulatively, thus a more accurate representation of institution's 
progress toward lowering defaults would be clearly seen. 



0 Provide eligibility for fludents of chiropractic In the HPSL program and 

alternative loan programs to make HEAL a program of last resort. With the 5% 
default cap under HPSL, tMls would provide market incentive for institutions to 
take corrective action. 

All borrowers eligible for the HEAL program should be eligible for the HPSL 
program. The less expensive nature of the HPSL program will help reduce overall 
indebtedness, thus the HEAL program will be used only as a last resort. 



0 Institnte default rate performance standards at a percentage that would insure the 
solvency of the insurance fund (SLIP) (phased-in over a 3-5 year period). 

A cap rate of default should be put in place to encourage schools to take positive 
action to collect on defaulted loans. The rate should take into account efforts of 
those institutions which are taking steps to reduce defaults. The performance 
standard should be phased-in with a procedure similar to that implemented under 
the HPSL program whereby an institution is permitted to retain loan eligibility 
if they succeed in lowering their rate by one-half until they are in compliance with 
the standard. 
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ACA HEAL Proposed Reforms - pag^ 3 



o Mandate that lenders provide student borrowers who drop out of school 

a supplemental repayment agreement which bases the amount of the borrower's 
payments on his or her income. 

The reauthorization should provide that HEAL program have flexibility to 
promulgate regulations which allow lending institutions to effectively 
renegotiate a new agreement with students who have dropped out basing the 
agreement with the borrowers current ability to pay. The lending institution should 
have the flexibility to readjust the agreement during the term of the note oii the 
same basis of ability to pay. 



0 Provide borrowers with the option of either serving in a geographic 
underserved area of the country or providing public service in return for 
forgiveness of a portion of their loan. 

In a measure that would improve access to health care while providing an incentive 
for providers to locate in medically underserved areas, borrowers should be 
forgiven a portion of their indebtedness in return for practicing in a medically 
underserved area. Further, all borrowers eligible for the HEAL program should be 
eligible for service in the Public Health Service Corps. 

o Permit HEAL Iwrrowers to reflnance their loans, Borrowers would be required to 
pay the lender \he market rate for reflnnnclng. 

In order to encojrage HEAL borrowers to repay their loans, lenders should be 
allowed wide latitude to develop innovative repayment schedules. 



0 The federal government should partially subsidize the time f.ccrued interest 
on the loan while the borrower Is In school and during periods of authorized 
deferments. 

Rcconmiended by the Bureau of Health Professions (BHPr) report "A Review of 
Defaulters..." Part 11 of November 3, 1985. This recommendation (#21) would 
reduce monthly payments for borrowers. Cost trade-offs between the amount of 
decreased defaults and the cost of such a subsidy are uncertain. 

o Support H.R 747 which provides for the tax-deductlblllty of Interest on 
student loans< 

The tax deductibility of interest paid on studt-nt loans provides another incentive 
for repayment. 
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ACA HEAL Reform Proposals - page 4 

0 Encourage states to consider allowing students to sit for licensure during last 
trimester of college. 

State legislation currently enacted in 20 states allows students to take their boards 
prior to graduation. This helps establish the borrower at an earlier time. Thus 
allowing him to establish and develop a practice prior to conmiencement of 
repayment 

0 Provide incentives to encourage lending institutions to aggressively pursue 
defaulters* 

Currently there is little incentive for lending institutions to take an active interest 
in lowering default rates. These institutions have the experience and personnel 
necessary to have a significant impact on the collection of defaulted loans, but the 
current system discourages any interest in the problem. 



0 Develop educational booklets for all students outlining options 

Educational institutions can be an effective distribution network for the HEAL 
program. A stepped-up distribution of educational materials during and 
immediately after graduation is needed. The government could design such a 
package and the institutions could print the necessar>' copies for its students. 



0 Require follow up on defaulters by the educational institution 

Schools should be encouraged to pursue their former students who are in default 
through mailings and other outreach efforts. 



0 Have professional association write defaulters tu urge their inpayment. 

State and national organizations should be able to contact defaulters to inform 
them of thier options, and help facilitate repayment. This would require vhat 
BHPr make the names and addresses of defualters available. Professions should 
be encouraged to aid in the collection process and by focusing attention on the 
issue of non-payment of loans. 



INSTITUTION OR ORGANIZATIONAL EFFORTS 
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ACA HEAL Reform Proposals • page 6 

0 Continue attachment of tax rcf\inds through IRS. 

Tax refunds should continue to be attached when the taxpayer is in default 
on his/her student loan. 

0 Continue mandatory litigation prior to claim payment* 

The litigation prc^cess of lenders obtaining a court judgement against defaulters 
is only now beginning to have a statistical impact. It should be carried forward. 

0 Eliminate the statute of limitations on penalizing defaulters* 

Any remaining statute of limitations which defers lenders and governments from 
pursuing HEAL defaulters should be removed from the books. 

0 Continue to garnish federal employees' wages* 

Garnishment of federal wages is an effective tool for enhancing loan compliance 
and should be continued. 
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Mr. KosTMAYER [presiding]. The subcommittee will come to 
order. 

The chairman is on his way back. 
I think you were next, Mr. McNevin. 

STATEMENT OF ANTHONY J. McNEVIN 

Mr. McNevin. Mr, Kostmayer, my name is Anthony McNevin. I 
am pleased to report to you that I am not an employee of the ad- 
ministration, rather I am the president of the American Associa- 
tion of Colleges of Pediatric Medicine. 

The association represents the Nation's seven colleges of podia- 
trie medicine and over 200 teaching hospitals throughout the 
United States. 

AUov/ me to describe briefly the educational process m podiatnc 
medical education because it explains, in large part, the reasons 
behind the problems we are addressing today. 

The majority of students selected for admission into the colleges 
of pediatric medicine have completed 4 years of undergraduate 

work. ^ . 

While an enrolled student at a college of pediatric medicme, they 
spend 4 years in a traditional medical program devoting the first 2 
years to basic science education and the last 2 years studying clini- 
cal sciences. 

Five of the colleges of pediatric medicine are freestanding insti- 
tutions while two are part of private university health science cen- 
ters. 

Upon receiving the Doctor of Pediatric Medicine Degree, the 
graduate will continue his or her education in a residency program 
nomally 1 year in duration and in a hospital setting. 

Some of the graduates go on to 3 and 5 years of advanced clinical 
training; however, most complete a 1-year program and enter into 
practice immediately thereafter. 

Not unlike other health disciplines, pediatric medical students 
rely significantly upon the HEAL program to finance their pedia- 
tric medical education. 

In some cases, 75 percent of the students finance their education 
with HEAL loans. ,, j r 

In his fiscal year 1992 budget proposal, the President called for 
the demise of the HEAL program because he states the program, 
contrary to its original design, has not been self-supporting. 

The President also proposes a revitalized Health Profession's Stu- 
dent Lean program, with less than modest capitalization, targetod 
toward disadvantaged student populations. 

Within this context, he cites pediatric medicine as a **leader" in 
HEAL defaults, implies that the country is oversupplied with pe- 
diatric physicians and that pediatric medical schools do not enjoy 
the ''public trust'' and are therefore not '\vorthy of receiving tax- 
payer support." 

It is difficult to acknowledge these comments in a gracious 
manner given the millions of patients, particularly elderly patients 
as well as U.S. veterans and Federal employees, who visit and ben- 
efit from the care rendered by pediatric physicians yearly. 
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In effect, the President's budget is saying that the Federal Gov- 
ernment should not engage in supporting and assisting the many 
young people, particularly middle-class people, who embark upon a 
career m a healing profession like podiatric medicine. 

I believe that the members of this subcommittee must feel the 
indignation that those in podiatric medicine experienced upon the 
promulgation of the President's budget. 

We strenuously disagree with the President's proposal. 

He is denying access to the primary source of capital which 
health profession students need to finance their education. 

Podiatric medicine has been a participant in the HEAL program 
since its inception. 

In fact, a proposal developed by the association served as the pro- 
genitor of the HEAL concept. 

It is ironic, therefore, that the President is calling for the exclu- 
sion of the profession at this time. 

Although an original participant, podiatric medicine represents a 
rather modest user of the program. 

According to the Department's fiscal year 1990 report, since the 
beginning of the program only 8 percent of all disbursements have 
gone to podiatric students while 41 percent have gone to students 
in allopathic medicine, 15 percent to students in osteopathic medi- 
cine, 17 percent in dentistry and 14 percent in chiropractic medi- 
cine. 

In claim rates, the podiatric profession falls behind chiropractic, 
allopathic, and dental medicine while the profession does not 3ven 
rank high enough to be place^ on the roster of the top 10 partici- 
pating HEAL schools. 

However, the very real ragedy about the HEAL program is its 
default rate. 

Increasing claims against the program's insurance or SLIP fund 
are exceeding the balances in the fund. 

In November 1989, the Congress appropriated $25 million to 
shore it up. 

Although the Department has sought to address the matter in 
many ways, a definitive explanation for the phenomena is still to 
be told. 

Again, and according to the Department's report, since the incep- 
tioxf of the HEAL program, podiatric student borrowers paid $10 
million into the insurance fund while the Department paid out 
$14,7 million in claims. 

In the case of allopathic medicine, $49 million was paid in, !?29 
million paid out; in dentistry, $20 million as compared to $31 mil- 
lion and in the case of chiropractic medicine; $16 million versus 
$38 million. 

Three years ago, the Association of Colleges of Podiatric Medi- 
cine re:^ognized this problem and initiated a program with the 
Pennsyhania Higher Education Assiscanct Agency. 

The program allows students in each of the seven colleges to 
vvbtain their HEAL h^ans. 

The a'.;sr;ciation chose this course of action because PHEAA 
ei>;<vy8 an outstanding reputation in the field of student loan servic- 
ing 

K' x^-ever, the reason for this choice goes deeper . 
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The association has always found it difficult to impose upon its 
member colleges the responsibility for the total explanation for de- 
faults among its graduates. 

Defaults occur normally within the first 3 years beyond gradua- 
tion. 

In the case of pediatric medicine, where the majority of gradu- 
ates spend 1 year in residency training, the obligation to begin the 
repayment of loans occur outside of an institutional setting. 

In other words, by the time the student is at repayment, and 
many students are in repayment at much earlier times than other 
disciplines, he or she is out of the training and educational setting, 
attempting to establish a viable practice. 

Under these circumstances, the options available to the borrower 
are not in the forefront of the borrower's mind. 

We have discovered that students are generally ignorant of the 
scope of their financial obligations much less of the options avail- 
able to them to successfully manage their indebtedness. 

Recently mandated entrance and exit sessions with students ad- 
vising them of their financial obligations will influence and, 
indeed, will help to bring down default rates across all professions. 

According to reports from our colleges, the individuals who are 
defaulting at this time are those who took out loans in the early 
eighties when interest rates approximated 20 percent, when a 
credit check and a need analysis were not required, and the cli- 
mate in the schools and in the Federal Government was less stri- 
dent on defaults than it is today. 

Couple these factors with the early entrance into practice and 
one begins to understand why the profession is experiencing a 
higher than wanted default rate. 

We are convinced that our students, like all students who part 3i- 
pate in the p^'ogram, are honorable about their financial obliga- 
tions and will do what is required of them to satisfy these obliga- 
tions. 

At the same time, we believe that much more can be done par- 
ticularly in the school community. 

Currently, there are 420 pediatric physicians who have defaulted 
on their HEAL loans; 1 am very pleased to report that 26 percent 
are back in repayment; unfortunately, 17 percent were required to 
file for bankruptcy. 

This leaves a total of 238 individuals who are in actual default. 

Regrettably, this information does not affect the default rate cal- 
culation produced by the Department. 

Effecting constructive change in student loan programs is a proc- 
ess which requires patience because it normally takes 5 to 7 years 
to see the results of the changes. Although the association is san- 
guine about future declines in the pediatric HEAL default rate, I, 
as president of the association, have determined that much more 
needs to be done. This past year I have called for the establishment 
of a special task force to identify and assist in implementing effec- 
tive strategies for student and practitioner debt management. The 
association's board of directors will establish the task force next 
Tuesday at its annual meeting. 

I envision that the task force will investigate more thoroughly 
the specific reasons behind defaults and address questions like: 
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Should residency directors be trained to serve in the role of a fi- 
nancial aid officer? Should the college financial aid officer extend 
the scope of their responsibilities to the teaching hospital setting? 
Are there activities which he practice association can undertake to 
assist their members to fulfill their financial obligations? Are there 
specific areas in which financial aid officers need additional train- 
ing? Can a national pediatric default management program be un- 
dertaken and managed through the association? What institution- 
wide strategies can be undertakr^n to stem the problem? What is 
the relationship between the cost of education and indebtedness? In 
a 1988 Department study on defaults, many health professionals re- 
ported that the burden of establishing a new practice and manag- 
ing educational indebtedness as overwhelming. This area needs fur- 
ther study. Finally, ways must be found to reverse the reliance 
upon HEAL. Originally planned as a program of last resort, it has 
now become the primary source of financing a health professions 
education. Increased borrowing limits in Department of Education 
loan programs like the supplementary student loan program and 
the Stafford loan program may provide some assistance. 

As you can see> the association is about to embark on a signifi- 
cant undertaking. The studies we will perform, some of which will 
be done in collaboration with the Bureau of Student Assistance, 
will, I am convinced, shed significant light on the nature of the de- 
fault problem and generate ways in which it can be contained. If, 
on the other hand, the President's budget plan for student finan- 
cial aid is implemented, the Congress will have effectively eliminat- 
ed an entire health profession. I am convinced that this is not the 
objective of the subcommittee. In closing, I wish to remind the sub- 
committee that several years ago we addressed the same problems 
in the HPSL program. Defaults were rampant across all disciplines 
and the Department imposed a def^iult threshold on all participat- 
ing schools. In order to continue in the program, a school was re- 
quired to meet a 5 percent threshold. If exceeded, it ran the risk of 
being excluded from the program. Within a brief number of years, 
all schools are now in compliance. 

The HEAL program is different than HPSL. In the case of the 
latter, the schools are exclusively responsible for collections. In 
HEAL, the schools have no responsibility for collection. Taking into 
consideration a school's role in the program, as well as the role and 
responsibility of the other institutional participants, a reasonable 
default threshold can and should be imposed. I am convinced that 
the default rate will drop with it. However, I must emphasize the 
need for a reasonable default rate. 

Thank you for this opportunity to present the association's point 
of view on this important matter. If you have any questions, I will 
be pleased to try to answer them. 

Mr. KosTMAYER. What is a reasonable default rate? 

Mr. McNevin. Currently the Department has suggested that that 
rate should be 5 percent for HEAL for schools and they have 
tagged that rate very close to or identically with the HPSL pro- 
gram and I believe that that is fundamentally unfair given the 
scope of responsibilities that the schools have in the HPSL. 

I suspect that a reasonable rate should be somewhere between 10 
to 15 percent. 
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Mr. KoSTMAYER. The 5 percent is a departmental figure? 
Mr. McNevin. That is what they have proposed in an interim 
regulation. 

I would suggest somewhere around 15 percent. 
Mr. KosTMAYER. What is that going to cost the Federal Govern- 
ment? 

Mr. McNevin. I don't have those calculations. 

Mr. KosTMAYER. Mr. Hegetschweiler, your testimony asks the 
Congress to look at the issue of default on the HEAL program 
through meaningful legislative reform. 

As you know, this subcommittee and the Department have acted 
many times in the past to tinker and tamper and try to fix the 
HEAL program and it seems to get worse. 

Even if we shut down the program tomorrow, the claims would 
be with us for many years. 

Why shouldn't the Government just cut its losses now? 

Mr. Hegetschweiler. First of all, as far as chiropractic educa- 
tion is concerned, it would be a disaster since that is the only Fed- 
eral loan available to them. 

Second, we feel if Congress can implement a little i^efter repay- 
ment policy the HEAL loan program such as to a:116w the gradu- 
ates to have some time, 9 to 12 months to establish their practice 
as they can in other fields then we don't need to have that abol- 
ished. 

Mr. KosTMAYER. You mean before repayment would commence? 
Mr. Hegetschweiler. Yes. 

Mr. KosTMAYER. In this program, they have to commence repay- 
ment immediately upon graduation? 

Mr. Glum. There is a 9-month grace period before repayment 
begins with the HEAL program under its current configuration. 

The recommendation, I believe, of the American Chiropractic As- 
sociation, as well as the Association of Chiropractic Colleges would 
be to add another 12 months to that to allow the practitioner the 
time to establish practice, 21 months, to functionally have a mean- 
ingful source of income. 

Mr. KosTMAYER. All of you have testified that some sort of per- 
formance standard or default cap is necessary to bring the program 
into line. 

Representatives from the chiropractic schools have also asked to 
participate in the HPSL program. 

The default rate cap on the HPSL program is 5 percent. 

Do you have any objection to HPSL rate cap for HEALy and if so, 
why? In other words, do you think it would be fair to be the same? 

Mr. Glum. No, sir. The consideration that we need to look at in 
relationship to the HEAL program are the basic differences in 
design between HPSL and HEAL and the responsibilities of the 
parties involved, number one. 

The second consideration would be the time frame that we would 
be looking at in relationship to these caps— are we talking about 
based on existing loans, new loans? 

What are the parameters that we are looking forward to? 

The other considerations include the method of calculation of de- 
fault, are we going to stay with the method that is currently used 
by the bureau? 
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C!ould we move to the method that is used by the Department of 
Education to standardize it with all other loan programs that our 
students have access to, and to give you equaUty to judge the per- 
formance on those other programs. 

So I don't beheve that on behalf of the Association of Chiroprac- 
tic Colieges that 5 percent is an anywhere near acceptable level for 
the implementation of a HEAL loan default rate. 

Mr. kosTMAYER. You think it ought to be more )ike what—— 

Mr. Clum. It is very difficult to put a number on it at this time 
given the variables that enter into the picture. 

if we have the participation of the chiropractic student i . the 
SLS program, the participation of the chiropractic student in the 
HPSL prop^am? 

We have -le modification of the default method. 

Those would all bear on the fmal number. 

In relationship to everything being as it is today, it still becomes 
a very difficult number to put a handle on, and I don't believe that 
there is a consensus within the health disciplines for that number. 

We would certainly welcome participation in development of that 
if that were the case. 

Mr. McNevin. We may have some good suggestions that have 
come out of the Department of Education in terms of the way it 
has addressed the similar problems in the GSL program. 

For example, the default rate in GSL is at a 30 percent level, 
very high. 

As you compare the experience of institutions in that program 
against the HEAL program, I don't think that is necessary for 
HEAL. 

At the same time, the regulations that govern GSL make it very 
clear that the Department is not interested in excluding profes- 
sions or schools. 

There are specific strategies laid out in the regulations that 
allow a school to cure itself so to speak, to remedy the problems 
that it mav be able to identify in an internal period to come back 
into compliance while still participating and allowing their stu- 
dents access to loans. 

I think that is an extraordinarily reasonable approach to take, is 
less Draconian and I think more reflective of the social values that 
we would want to support in terms of education of our young 
people. 

Mr. KoBTMAYER. Mr. Williams, what about the administration 
claims that the HEAL program doesn't benefit minority students? 

I understand Dr. Herman Glass has provided testimony on the 
importance of the HEAL program for minority chiropractic stu- 
dents. 

Would you summarize that? 

Mr. Williams. Yes, I will. Thank you, Mr. Kostmayer. 

This is a statement by Herman Glass, President of the American 
Black Chiropractors Association. 

On behalf of the nearly 400 members of the American Black 
Chiropractors Association, ABCA, the hundreds of other minority 
students presently in chiropractic colleges and the many thousands 
who in years to come will seek to pursue a chiropractic education, I 
urge this committee to preserve the HEAL loan program and chiro- 
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practic participation in it and all other Federal health education 
assistance programs. 

According to the budget for fiscal year 1992, part 2, page 140, 
"HEAL was originally intended to provide financial relief to stu- 
dents in high-tuition medical schools and assure disadvantaged stu- 
dents access to health professions educations/' 

While we cannot speak to the issue of medical schools, we can, 
from our unique perspective, assure the committee that HEAL has 
indeed been primary key to minority access to a chiropractic educa- 
tion. 

A preliminary sur\ ey of our membership indicates that well over 
half of all African-American Doctors of Chiropractic obtained their 
professional education through a HEAL loan. Among recent gradu- 
ates, the proportion is even higher. 

We respect and appreciate the commitment the chiropractic col- 
lege system has shown to equal opportunity and to minority out- 
reach. 

We are pleased by the aggressive efforts of institutions such as 
Life College in Marietta, Ga., which has established the first Office 
of Minority Recruitment within the chiropractic college system, 
and which has implemented the second Health Careers Opportuni- 
ty Program for disadvantaged and minority students. 

Because of Federal assistance. Life College has the largest 
number of minority students in chiropractic education. Such pro- 
grams can provide a start. HEAL provides the means by which mi- 
nority students can finish their chiropractic education. 

We look to you in the Congress to be a partner in the process of 
professional opportunity for all minorities. What good is the open 
door offered by the chiropractic profession if policymakers choose 
to slam it shut by denying realistic funding assistance? 

The HEAL loan program is not a handout or a giveaway pro- 
gram. HEAL borrowers pay dearly for the privilege, at the highest 
rate of all Federal education loans, working hard to earn the 
money to repay those loans. 

HEAL represents a genuine means by which hard-working, dedi- 
cated young citizens, from all backgrounds and circumstances, can 
help themselves to a better life, in service to a Nation urgently in 
need of compassionate, accessible health care providers. 

We understand that there is a genuine concern over the default 
rate among chiropractic borrowers under the HEAL guarantee pro- 
gram. We share that concern and are working hard to encourage 
and assist our members to meet their HEAL loan obligations. We 
strongly support the aggressive program that the chiropractic col- 
leges have undertaken to bring the default rate down, and we are 
pleased by the dramatic success these efforts have achieved. 

However, we strongly believe that much of the default problem 
could be quickly eliminated by providing a realistic payback sched- 
ule, allowing enough breathing space for a chiropractic graduate to 
obtain a license and start earning an income before the repayment 
requirements begin. 

There is an element of risk in any loan program. However, we 
urge the Congress to consider the payoff as well as the risks in the 
HEAL program. For us in the American jBlack Chiropractors Asso- 
ciation, and our Hispanic, Native American and Asian-American 
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chiropractic colleagues, the payoff has been achievement, success 
and an opportunity to serve our respective communities as taxpay- 
ing citizens and responsible professionals. The payoff has been dig- 
nity and the fulfillment that accompanies the practice of an impor- 
tant and me aningful profession. 

Please d<i not shut the door to the HEAL program. It is a pro- 
gram that ivorks. 

Mr. KoSTMAYER. Thank you, Doctor, very much. I want to thank 
all of the witnesses. 

We ask the next panel to come forth. We have Mr. Bruce Beh- 
ringer, MPH, Virginia Primary Care Association; Dr. Edward J. 
Stemmler, M.D., executive vice president, American Association of 
Medical Colleges; Dr. Robert Graham, M.D., executive vice presi- 
dent, American Academy of Family Physicians; David Richards, 
D.O., chairman of the board of the American Association of Col- 
leges of Osteopathic Medicine, accompanied by Andreas Morales, 
fourth year medical student at the Texas College of Osteopathic 
Medicine; and Jay A. Gershen, D.D.S., professor and chairman, 
public health dentistry, school of dentistry, UCLA. 

Mr. Behringer, would you like to begin? 

STATEMENTS OF BRUCE BEHRINGER, EXECUTIVE DIRECTOR, 
VIRGINIA PRIMARY CARE ASSOCIATION, ON BEHALF OF NA- 
TIONAL ASSOCIATION OF COMMUNITY HEALTH CENTERS AND 
NATIONAL RURAL HEALTH ASSOCIATION; EDWARD J. 
STEMMLER, EXECUTIVE VICE PRESIDENT, AMERICAN ASSO- 
CIATION OF MEDICAL COLLEGES; ROBERT R. GRAHAM, EXECU- 
TIVE VICE PRESIDENT, AMERICAN ACADEMY OF FAMILY PHY- 
SICIANS, ALSO ON BEHALF OF AMERICAN ACADEMY OF PEDI- 
ATRICS, AMBULATORY PEDIATRIC ASSOCIATION, AMERICAN 
COLLEGE OF PHYSICIANS, SOCIETY OF GENERAL INTERNAL 
MEDICINE AND ASSOCIATION OF PROFESSORS OF MEDICINE; 
DAVID M. RICHARDS, CHAIRMAN, BOARD OF GOVERNORS, 
AMERICAN ASSOCIATION OF COLLEGES OF OSTEOPATHIC 
MEDICINE, ACCOMPANIED BY ANDREAS MORALES, FOURTH 
YEAR MEDICAL STUDENT, TEXAS COLLEGE OF OSTEOPATHIC 
MEDICINE; AND JAY A. GERSHEN, PROFESSOR AND CHAIRMAN, 
PUBLIC HEALTH DENTISTRY, SCHOOL OF DENTISTRY, UNIVER- 
SITY OF CALIFORNIA, LOS ANGELES, AND PRESIDENT. AMERI- 
CAN ASSOCIATION OF DENTAL SCHOOLS 

Mr. Behringer. Good morning, Mr. Chairman, and members of 
the subcommittee, my name is Bruce Behringer, and I am the exec- 
utive director of the Virginia Primary Care Association; however, 
today, I am here to represent the National Association of Commu- 
nity Health Centers and the National Rural Health Association. 
Both of these organizations have the common thread of community 
and migrant health centers as their members, and are working to- 
gether to enhance the operations of these health centers. 

As you know, community and migrant health centers provide 
basic comprehensive and preventive primary health care to over 6 
million of America's most vulnerable people, two-thirds of whom 
are children and women of child-bear mg age. Patients at health 
centers range from economically disadvantaged residents of rural. 
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isolated, resource-poor community, inner city ghettos, to migrant 
farm worker labor camps. 

Health centers alone have identified a need of up to 2,000 physi- 
cians oyer the next 2 years, representing both staff turnover and 
increasing needs for primary and preventive care providers. 

In the i930'8, 80 percent of doctors were trained for family care. 
Now, three out of four physicians are specialists, the pyramid of 
health manpower, primary care manpower is turned upside down 
from the way it should be. 

It will influence in the long run the inability of areas to recruit 
primary care physicians, not just the isolated rural areas of the 
country, or the impoverished inner cities, but all areas. 

Second, it is going to influence a fewer number of primary care 
role models who will influence or not, therefore be able to influ- 
ence more medical students to choose primary care as their profes- 
sion. 

Third, in a very rational move, the behavior of the medical 
schools, they could in turn become institutions of high technology 
and research, because that is where the flnancial incentives are. 
That is where the consumer interest of those people who are 
paying tuition to the medical schools lies, also. 

Finally, if we don't turn around this problem, it will result in an 
ever-increasing health care expenditure, not only for the consumer, 
but for the Federal Government, which is specialty-driven rather 
than primary care-driven, which is driven by higher technology as 
opposed to preventive care. 

The health manpower issue in rural areas is certainly dangerous 
right now. Three out of every four physicians in rural areas are 
primary care physicians, and there simply are not enough provid- 
ers to be able to be recruited back into the ru^al areas where the 
aging physician population is either retiring or passing away. 

There are over 2,000 health manpower shortage areas in the 
countr;% and over 4,000 physicians are needed to fill these health 
professional shortage areas. 

Community and migrant health centers, just one small portion of 
these, have identifM*d a need for up to 2,000 primary care physi- 
cians over the course of the next 2 years. Therefore, the National 
Rural Health Association and the National Association of Commu- 
nity Health Centers bring before you a series of recommendations 
regarding the reauthorization of the title VII and title VIII pro- 
grams. 

We are in support of the reauthorization, and we would like to 
make the following recommendations: 

One, health professions programs should give preferential consid- 
eration to qualified applicants from rural areas, underserved com- 
munities, and other minorities in the admissions process as a 
method for increasing the health profession pool in rural and 
urban areas. 

Number two 

Mr. Waxman. The rest of that statement will be in the record. 
Sorry. We have to keep to that 5-minute rule. 
Testimony resumes on p. 110.] 

[The prepared statement and attachments of Mr. Behringer 
follow:] 
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STATEMENT OF BRUCE BEHRINRER 



Good morning Mr. ChaiuiiaA.iio<1 members of the Subcommittee, my nime is Bruce 
Behringer and I am the Executive UireMor of the Virginia Primary Care Association, however, 
today, I am here to represent the National Association of Community Health Centers and the 
National Rural Health Association. Both of these organizations have the commoa thread of 
community and migrant health centers as their members and are working together to enhance 
the operations of these health centers. 

As you know community and migrant health centers provide basic comprehensive and 
preventive primary health care to over 6 million of Americans mos^ vulnerable people, two- 
thirds of whom are children and women of child-bearing age. Patients at health centers range 
fromeconomically disadvantaged residcntsof rural, isolated, resource-poor communities, inner- 
ctiy ghettos, to migrant farmworker labor camps. 

Health centers have traditionally depended on the National Health Service Corps to 
provide primary care physicians. However, the number of physician scholarship awards has 
decreased from a peak of 5,375 in 1980 to 46 in 1990. With the recent revitalization of the 
NHSC program, it is anticipated that beginning in 1992, approximately 500 scholarships will 
be awarded each year. However, because of the time it takes to train medical students, only 
50 scholarship physicians will be available each year until 1996. Health centers alone have 
identified ■ need of up to 2000 physicians over the next two years representing both staff 
turnover and increasing needs for primary and preventive care providers. Medically 
underserved areas must therefore look at other federal programs to provide them with needed 
health professionals. 

Both organizations view the reauthorization of the Title VII and VIII programs as 
crucial to fulfilling some of the urgent manpower needs in rural and medically underserved 
communities which have great difficulty in recruiting and retaining providers and would like 
to make some suggestions for change which would enhance primary health care providers to 
these communities. 

It is clear that the current medical care and medical education systems in the U.S. are 
not characteriiied by their strengths in developing primary care physicians or for serving 
underserved populations. Furthermore, academic prestige for medical school faculty does not 
come from primary care but rather from a combination of published research, research grants, 
and fee*ror-service income; while primary care medical faculty members have fewer 
opportunities to apply for and receive federal research grants as the amount of grants for 
primary care research is extremely small. As an example, in 1989, the National Institutes of 
Health awarded S5.5 billion in research grants, of which only SI 5.4 million or 0.27% could be 
classified fts primary care research. In addition, the fee-for-service for primary ca^^e 
procedures have long been recognized as beina significantly less than for subspecialists visits 
and procedures, thus making primary care one of the least attractive field in medicine. 

However, recent studies have identified the Mced for changes in the education and 
training of physicians from a tertiary-care, hospital-based experience to a primary care, 
cotnmunity-based experience. Others have recommended increasing the exposure of students 
and residents to both community-based primary care and underserved populations. While both 
rural and urban health centers have identified great needs for health professionals, the level 
of need foi rural health centers is over 30 percent greater than the need in urba** health 
centers. 
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Currently, there are approximately 600,000 practicing physicians in the VJS, Of these 
approximately one-fourth or 150,000 are primary care providers. In rural areas, three out of 
every 4 physicians practice primary care and there are just not enough primary care providers 
in either rural or urban areas to meet the need for service. There are over 2000 Health 
Professional Shortage Areas (HPSAj) and over 4000 physicians needed in these HPSAs. 

With such an extreme need, and with Titles VII and VHI up for reauthorization the 
National Rural Health Association and the National Association of Community Health Centers 
and believe that their recommended changes to these programs could greatly enhance and 
increase the number of primary care providers to both rural and urban areas and therefore 
urge you to include the following provisions in the health professions reauthorization: 



1. Health professions programs should give preferential consideration to qualified 
applic its from rural areas, underserved communities, and other minorities io 
the a(imissions process as a method for increasing the health professional pool 
in rural and urban areas. 

2. Undergraduate programs should be encouraged to require students to participate 
in substantive rural*oriented training programs. All colleges of medicine should 
have strong family medicine and primary care training programs. 

3. Federally-supported education and training programs should develop service 
linkages with rural and other underserved providers to improve health care in 
underserved areas, including community and migrant health centers. 

4. Support should be given to community and migrant health centers and other 
underset ved providers to serve as role models and to actively recruit students in 
health professions training programs. 

5. Providing financial support and incentives for minority and disadvantaged 
students from rural areas as well as other medically underserved areas to enter 
a professional health career; 

6. Developing and expanding the number of community and migrant health centers 
that provide graduate medical education for primary care providers. 

7. Priority should be given in awarding grants to those institutions that have a 
good track record in training individuals for primary care practice. 

S. Federal funds should be allocated for the establishment uf traineeships in 
community and migrant health centers. 

9. Incentives should be given to nursing education programs which offer a rural- 
based curriculum to prepare health professionals for rural practice, especlaHy 
in increasing opportunities for career development for rural nurses; cross- 
training nurses beyond their job descriptions; and by increasing opportunities 
for nursing students to have training opportunities in rural practices. 

10. Nursing schools should have affiliations with community-basec^ home health 
agencies, community nursingorganizations, and nursing homes to better meet the 
needs of underserved populations. 
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1 1. State participation in AHEC funding should be required withio three years for 
zK ue^ and existing programs. 

12. Hcshh Education and Training (HETC)Center f undingshould be continued and 
expanded to include more rural and frontier areas. 

13. \KV.Cs and HETCS should be encouraged to participate in community and 
migrant health centers; work with local health departments; afrillate with 
primary care residency programs; work with state primary care associations and 
offices of rural health; create preceptorships, including those in Indian Health 
Service and contractor sites; and be involved in training of mid-level providers. 

14. AHECs and HETCs should be encouraged to participate in demonstration 
programs in state projects with the NHSC; in telecommunications linkages; and 
in AIDS education and emerging technology for providers and students. 

15. AHECS should be encouraged to participate in minority health programs. 

I have submitted for the record, a copy of the recent analysis entitled "Health 
Professional for Health Centers: The Physician Pipeline to Heaith Centers' by Dr. Darryl 
Leong. 

Mr. Chairman and members of the Subcommittee, I thank you for the opportunity to 
testify before you today. 
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Health Professionals for Health Centers 
The Physician Pipeline to H'^alth Centers 
Darryl Lcong, M.l).,M.P,H, 



The national network of community and migrant health centers represent a national system of 
providing access to comprehensive primary care services for millions of medically 
underserved and pooi* Americans. In 1990, approximately 2,500 physicians worked in health 
centers and another 6,700 other health professionals such as nurse practitioners, physician 
assistants, nutritionists, medical technologists, pharmacists, dentists, etc. 

Historically, the National Health Service Corps has served as the mainstay of providing 
physicians for health centers (currently at its lowest level of 627 (27%) health center 
physicians). Moreover, the total number of physician scholarship awards has decreased from 
a peak of 5,375 in 1980 to 46 in 1986 where it has remained through 1990. Even with the 
revitalization of the NHSC in 1991, only about 500 scholarships will be awarded each year 
beginning in 1992. And because of the normal lag time for tlie training of medical students, 
only 50 scholarship plwsician:> will be available each year until 1996. Only 285 physicians 
through the NHSC loan repayment program will be available for all health professional 
shortage areas in the coming year and not all available physicians will be assigned to health 
centers. Finally, a good ^x>rtion of the 627 assignees may not stay with their health center 
after their obligation period ends. 

Physician seivices in health centers are provided by licensed and qualified doctors that come 
to health centers from a variety of sources (Graph I) other than the NHSC. An analysis of 
the other sources of physicians for health centers clearly shows that health centers have to 
compete for physicians along with private praciicc, health maintenance organizations, 
hospitals, group practices, universities, other countries, public health clinics, ?nd others. 
Furthermore, heiilth centers have been forced to look into the competitive market by the 
decreasing supply of Corps assignees and by the low retention rates of assignees (~25^c). 
However, many health centers have chosen to recruit in the open market for physicians 
because they have found higher retention rates when physicians come by their choice'. In 
fact, the number of health center physicians rose from 2100 to 2500 from FFY ).9&9 to 1990, 
representing an increa.sc of 400 new physicians. 

A Physician Pipeline to Health Centers 

A look at the pathways for becoiiung a physician (Graph 2) from premedical students to post- 
residency physicians that work in neallh centers provid^is another inM^ht into wnere 
physicians that work in he;\Uh centers come from, e.g. is there a pipeline far students to 
become physicians at health center? Four levels in the pipeline are defined: students 
before they enter mectical school (premedical). medical school, medical residency training, 
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and the practicing physician level. As pointed out above, health centers literally compete for 
primary care physiciajis graduating each year. 

The concept of a physician pipeline to health centers for physician training is not a new one, 
The NHSC represents an implementation of this concept, with the exception that physicians 
are placed in underservcd areas as part of their obligation for accepting NHSC scholarships 
or loan repayments. Programs in the Bureau of Health Profession target fmancial aid to 
disadvantaged and minority students to enter health careers, and provide grants to schools of 
public health, allied health professions, medical schools primary care residency training 
programs, and centers of excellence for under-represented minorities. 

It behooves health centers tu seek a complementary strategy with the NHSC, the Bureau of 
Health Professions, the Office of Minority Health, and other private and public professional 
and educational groups to affect all four levels of the physician ^oipeline to health centers. 
However, as the current medical care and medical education systems are not characterized by 
its strengths in developing primary care physicians or for serving underscrved populations, 
strong and innovative strategies will be required. This strategy is expected to result in an 
increases in all four parts of the pipeline, to greatly increase and retain the number of 
physicians to enter or stay with health center careers as a matter of choice and pride, and to 
reverse current trends in subspecialty and non -underscrved physician practices. 



Health Center Health Professional Neeus 



V/here do the data for staffing requirements come from? The major source of data for health 
professional counting on a national level continues to come from the BCRR health 
professional PTE reporting system, The number of NHSC assignees comes from the NHSC 
tracking system. Recently, the 1990 NACHC health center survey^ provided another source 
of data for projecting health professional staffmg needs for health centers, 

The number of physicians in health centers cited at 2500 physicians is based on BCRR data 
*rom fiscal year 1990^. A year ago, this number was at 2100 physicians and two years ago 
ii was 2500. Since this is BCRR reporting of full time equivalents, the total of 2500 is 
actually a total of PTEs and not a count of the number of physicians that work in health 
centers. According to the NHSC, approximately 627 assignees are completing their 
assignments during fiscal year 1991. 

The NACHC Data Book* methodology calculates the number of physicians needed by 
calculating the number of current C/MHC vacancies for NHSC physicians and adding this to 
the HRSA High Priority Opportunity List and Loan Repayment vacancy estimates. This 
calculation results in a figure of 930 vacancies expected during the current fiscal year. 
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The 1990 NACHC survey of health centers included a section on health professional staffing 
and health professional needs for each of the disciplines commonly found in health centers, 
230 of the 544 health centers responded to the survey of which 222 (130 rural, 92 urban) 
comprised the basis for analysis. Table 1 shows the results of the survey. Since the number 
of respondents for each of the health professional disciplines varied, the raw totals of actual 
and needed are normalized for comparative purposes. 

The total number of physicians (2,838, Table 1, column 4) at health centers and was 
calculated by extrapolating the number found in the 230 respondents to the entire 543 (330 
rural, 213 urban) health centers^. While the total number of physicians in rural health 
centers of 1,404 is close to the total of 1,434 in urban health centers (Tables 2 and 3), the 
average number of physicians in rural health centers is much less than the urban health 
centers (4.25 vs 6.73). The average number of physicians for both types of health cenier*5 is 
5.26. 

Health centers also responded to estimating needs for health professionals over the next year. 
Using similar methods for adjusting the reported number of physicians at health centers, the 
total number of physicians needed for all 543 health centers is 2,027 or 70.7% of the current 
total of all physicians (Table 1, Column 7 and 10) with an average need per health center of 
3.72 physicians. The number of physicians needed for rural healili centers is 1,136 or 
81.0% (Table 2, Column 7 and 10) of current rural health center physicians is greater than 
the needs for urban health centers, 891 or 62.1% (Table 3, Column 7 and 10) of current 
urban health center physicians. The level of need for both rural and urban health centers 
representing over 70% of current physician staffing confirms the high level of current 
physiciar needs zri that rural health center needs are even more acute. 

Family nhvsicians dominate both the current and needed physician totals, 45.0% and 42.1%, 
respectively for all health centers. Similarly, in rural health centers, family physicians 
account for ul .9% of all rural health physicians and 55.9% of physician needs. For urban 
health centers, tho numbers for family physicians are 29.3% and 28.3%. This demonstrates 
the higher for family physicians in rural areas, but urban health ^enters have a need 
for an increase of over 60% over their current numbers. Moreover, even though family and 
general practitioners account for 42.1% of physician needs for all health centers, this means 
that pediatricians, general internists, and ob.:-itrician-gynecologisls account for the other 58% 
of physicians needed. 

Pediatricians account for 11.9% of rural health center physician staff, but had tlie highest 
need/current ratio of all four physician types of 1.32. Obstetrician/gynecologists needed for 
urban health centers have a high need/current ratio of 1.24, although ruraJ health centers 
have a ratio of 0.83 showing high needs as well. Also, internal medicine physicians arc the 
predominant physician type among urban health centers (31.6%). These data underscore the 
need for all physician types for both urban and rural health centers. 
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These calculations are repeated for each of the health professional disciplines and show 8,728 
other health professionals which gives a ratio of other health professionals to physicians of 
3.30, i.e., non-physician health professionals arc 3.3 times more prevalent than physicians. 
The average number of non-physician health professionals per health center is 16.34. For 
rural health centers, the average is 11.56 vs. 23.07 for ur^an health centers. In terms of 
needs, 6,527 other health professionals arc needed, representing 75.1% of the cunent total. 
While the need for registered nurses, licensed practical nurses, and technologists account for 
over half of the need in this area, all disciplines have high needs in their own areas with 
respective need/current proportion ranging from 65%-94% (Table I, Column 10). 

Urban health centers have a higher ratio of non-physician health professionals to physicians 
of 3.56 vs. the 2.99 ratio for rural health centers. However, rural health centers show a 
much higher need for other health professionals across the board with an average 
need/current ratio of 0.89 vs. the 0.65 for urban health centers. 

The average number of dentists for all health centers ii i.02, 0.65 for rural health centers, 
and 1.53 for urban health centers. These averages translate to total number of dentists of 
540, 214, and 326 for all, rural, and urban health centers respectively. Needs for dentists 
are identified at 76% of current totals or approximately 418 dentists. 



Health Professionals for the Future 

Table 4 is a composite table of physician requirements for the expansions and new starts 
called for in the NACHC's Access 2000 proposal. The table is constructed by making a 
number of assumptions: 1) the retention rate for NHSC assignees will increase from 25% to 
52% over the next 9 years; 2) 80% of new NHSC assignees will go to health centers; 3) the 
turnover rate of physicians in health centers will decrease from 37% to 23% over the next 9 
years; and the patient to physician ratio of 2400:1 will improve to 1824:1 over the next 9 
years. The number of physicians available from the NHSC is projected in Table 5^ with no 
large increases in assignees until FFY 1996 and beyond. 

With the above assumptions (which are open to variation), the number of additional 
physicians needed to serve the additional number of patients begins at 515 in FFY 92 and 
rises to a peak of 1,877 in 1997 and decreases to 384 in the FFY 2000 (line 10). The 
National Health Service Corps contribution to these numbers starts at a low of 288 physicians 
in FFY 92 (55.9%) and rises to a high of 648 (168.8%) in FFY 2000. The non-NIISC 
physician requirement is the differenc; between the total need and the NHSC contribution 
(line 12), which is 227 (44.1%) in FFY 1992, dropping to a low of -68.8% in FFY 2000. 

The cumulative number of additional physicians required is found on Table 4, lines 13 to 17. 
Of the cumulative total of 10,237 additional physicians required over the 9-year period, 
5.897 (57.6%) is projected to come from new NHSC assignees and 9,607 (68.7%) will come 
from non-KHSC sources. Another way of looking at the real physician needs is obtained by 
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adding in the "normal'' or expected physician turnover which adds another 1,476 physicians 
in FFY 92 for a total of 1,991 physicians needed in the first year of Access 2000 with a 
cumulative total of 38,233 at the end of FFY 2000. 

The number of other health professionals required is projected by using the ratio of other 
disciplines needed to physicians needed (ratio » 3.30) which was obtained from the 1990 
survey (sec Table XX). For all non-physician health professionals, the total needed for FFY 
92 is 1,700. This number is broken down in the table for each of the most common health 
professionals employed by health centers. The cumulative total for other health professionals 
is 33,785. Registered nurses led the other health professionals in projections for FFY 92 
with 337 needed, followed by LPNs (278), medical and radiologic technologists (262), 
community workers (132), nurse practitioners (115), dentists (107), social workers (106), and 
others. 
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Health Professional Supply and Needs 
in the United States 



Recent Publications 



A number of recent publications provide excellent current descriptions of the status and 
trends in health professional supply for the underservcd: the latest in a series of reports on 
the status of health personnel in the U.S. published by the Bureau of Health Professions'; a 
report on rural health care which included a chapter on rural health personnel needs* 
published by the Office of Technology; the AAMC Data Book of statistical information 
related to medical education'; a report of a study of primary care physicians graduate 
medical education published by the Institute of Medicine***; the proceedings*' from the 
HRSA 1990 conference entitled "Education of Physicians to Improve Access to Care for the 
Underserved"; and New England Journal of Medicine article and "Constraining the Supply of 
Physicians: Effects on Black Physicians" by Hanft and White'^ 

Physician Surplus or Shortage? 

There has been disagreement about the supply and requirements for physicians for the year 
2000 and beyond. The projections range from a large surplus of primary care physicians to 
a deficit of primary care physicians. Even the size of the surplus is not agreed upon with the 
Bureau of Health Professions projections showing greater needs for primary ca^e physicians 
than the Graduate Medical Education National Advisory Committee'' (GMENAC) and tlie 
Amencan Medical Association'*. The BHPr projects less physicians available with about 
25,000 less physicians in 1990 and 66.000 physicians less in 2000 than the latter two 
sources. The Council on Graduate Medical Education (COGME) agreed with the projected 
oversupply of physicians but noted the undersupply in family practice, general internal 
medicine'\ 

The key factor accounting for the various difference lies in the assumptions made in defining 
physician needs. In particular the per capita utilization rates for ambulatory and hospital care 
weigh in heavily. These factors and others provided the basis for the article "Why There 
will be Little or No Physician Surplus between Now and the Year 2000" by Schwartz, Sloan, 
and Mendelson'*; The Bureau of Health Professions summarizes its current view of the 
future adequacy of physician supply as follows: 

"The BHPr estimates for physicians in 2000 are less than its supply 
projections. However, it should be emphasized that supply/requirements 
comparisons in the assessment of supply adequacy should be interpreted 
cautiously before being considered as justification for private or policy 
changes. Reasonable alternative assumptions can produce markedly different 
conclusions about adequacy of supply. Most importantly, the expectation that 
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the number of physicians available should be equal to the number of physicians 
needed should be reassessed/ 

This is in light of projections for the supply of primary care physicians as follows. In 1987, 
there were 585,597 physicians practicing in the United States of which 151,651 (24.6%) 
were in general practice and the three major primary care fields of family practice, general 
internal medicine, and general pediatrics (Graphs 4 and 5). There were approximately 21(X) 
physicians (1.4% of total primary care physicians) working in community and migrant health 
centers in 1987. The ritio of approximately 3 subspecialists for every primary care 
physicians is projected to not change significantly through the year 2020 . In fact, the 
disparity is expected to worsen slightly (Graph 6). 

Adding to the concern over the adequacy of primary care physicians are recent trends in 
match rates for primary care residencies and choice of specialties by senior medical students 
in the U.S. From 1986 to 1989, residency program match rates for the three major primary 
care specialties (family practice, general internal medicine, and pediatrics) decreased by 
12.6%, 8.1%, and 15.6% respectively (Graph 7). Furthermore, there has been a decrease in 
the percentage of medical students intending to enter a primary care career from 38.8% in 
1981 to 25.4% in 1989, with the largest drop coming from general internal medicine (Graphs 
8 and 9). 



Academic Prestige of Primary Care 

Various reasons have been cited for the decreasing lack of interest in primary care including 
higher medical student debts, lack of progress in increasing the number of minority medical 
students and physicians, lack of minority and female representation on medical school 
faculty, lack of strong primary care role models for medical students, absent or weak 
departments of family and community medicine, lack of required medical student rotations in 
primary care, inaccurate depiction of primary care from hospital outpatient experience, and 
lower potential income for primary care practitioners. 

However, one viewpoint holds that academic prestige for medical school faculty comes from 
a combination published research, research grants, and fec-for-scrvice income. In fact, fee- 
for-ser\ice income and research grants comprised over 57% of medical school revenues in 
1987 with only 5% of the revenue coming from tuition and fees (Graphs 10 and 11). 

Primary care medical faculty members clearly have much fewer opportunities to apply for 
and receive federal research grants as the amount of grants for primary care research is 
extremely small. In 1989, the National Institutes of Health awarded $5.5 billion in research 
grants, of which $15.4 million (0.27%) cculd be classified as primary care research^''. 
Adding in all other known sources of federal research dollars for primary care yields a total 
of $36.7 million. Moreover, none of the current institutes has primary care or community 
health or prevention as its primary focus. 
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Fees generated by primary care visits and procedures have long been recognized as being 
significantly less than for subspecialists visits and procedures. This has resulted in a new 
Medicare fee system labeled the resource-based relative value scale which should 
significantly increase fcej for primary care providers. However, even 'ith implementing all 
of RB/RVS, it is likely that the gross disparity between average income in subspecialists and 
primary care physicians will continue. 

The support from research grants and medical service fees allows not only the development 
and testing of hypotheses, but also the support needed to submit articles for publication in 
medical and health journals. And a track record of publications is critical to further research 
support, tenure, and other support within an institution. 

Put another way, the academic prestige of primary care will not change significantly without 
large increases in research dollars for priiT.ary care and the concomitant value that it adds to 
primary care medical faculty. Intellectually, research questions in primary care and health 
services delivery are equally valid to biomedical research questions. It is time that these 
''.uestions get addressed and the results published and disseminated. 



Training Priniary Care Physicians for the Underserved 

Some of the alarming trends in the decrease of students and residents interested in primary 
care has already been pointed out above. In 1989, the Institute of Medicine'* published a 
report of a study by a committee charged to develop strategies to overcome barriers to 
financing graduavC medical education for primary care practitioners in ambulatory settings. 
The committee was chaired by Daniel Federman, then Dean of the Harvard Medical School 
and concluded that care provided by future generations of primary care physicians would be 
enhanced if the GME experience placed greater emphasis on Uaining in primary care 
outpatient settings. 

David Greer of the Brown University Program in Medicine, in a paper commissioned*' for 
the 1990 conference entiUed "Education of Physicians to Improve Access to Care of the 
Underserved" clearly documents the role of academic medical centers in serving societal 
needs for primary care practitioners and makes a number of provocative recommendations 
for change that he acknowledges will be controversial. Jack Colwill of the University of 
Missouri reviewed history and current status of barriers to linkages between education and 
the delivery of primary care and suggested that a critical step is the commitment and the 
agreement among medical school faculty of the Nation's need for primary care physicians in 
general and to the underserved as well^. John Noble of the Boston University School of 
Medicine, at th'^ same conference reported on his collaborative studies with Barbara Staifield 
and Robert Friedman which found that graduates of federally funded primary care programs 
were more likely to choose primary care careers and to practice in areas with lower 
physician-to-population programs^' . 
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Role of Community and Migrant Health Centers in Medical Education and in 
the Retention of Physicians 

Recently, a survey of all federally-supported graduate medical education programs and 
community and migrant health centers found 39 health centers that have a block or 
longitudinal experience of medical residents at the health center. 24 of the 39 reported a 
longitudinal experience. Since there are about 500 health centers, 24 is a very small 
number. Centers such as the Montefiore Family Medicine Program and the Brown 
University Family Practice Program have report^ a high proportion of graduates going on 
the community or migrant health center practices and feel strongly that the training 
experience plays a strong role in career choices. 

Thfise 24 health centers and their medical education colleagues have obviously overcome 
significant barriers to developing a residency training program in the past and cunent 
environment for funding graduate medical education and the fact that health centers are 
regulated as service providers and not as training sites. Assuming an average of 4-6 
residents per health center means that about 120 residents per year are coming into practice 
with a community health center experience. 

At a recent conference on health professionals for Access 2000, a NACHC workgroup 
clearly identified the need for health centers to be involved in the education and training of 
pliysicians and other health providers. They strongly supported health center activities at all 
four levels of the theoretical physician pipeline to health centers. These strategies are 
summarized in the following tables which arc organized to show the four levels of 
iuiervention in this strategy, suggested achievement goals for each level, possible activities 
and strategies, and their relationship to current federal and national programs. 
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Level of Intervention 

Pre-Medical School Level. An increase in ihc number of sludents dcslined 
for community hcaUh center praciice ("A" in Graph 2) hy; 

a. Developing and promoting community-based education programs that 
encourage and directly assist students in the community to enter primary 
health care careers, e.g. develop an 'office of education* at all or selected 
community health centers. 

b. Developing and promoting op|)ortunilics for student employment and cx|xisure 
to community and migrant health center work; 

c. Supiwrting and promoting minority education assistance programs. 

d. Supporting and promoting the NHSC scholarship program. 

Medical School U- IncrtMsc in the numt>cr of students in mwlical school 
level thai enter a primar, care residency ("B" in Graph 2) and particiih\r, 
incrcas.- the number ofmdetm entering a communitybascd prii ry care 
residency {ruining program hy: 

a. Increasing the academic prestige of primary care and coinmun -y tolth; 

b. Increasing the number of students and faculty who are aware nf community 
aiid migrant health centers as a career choice: 

c. Increasing student and faculty awareness of public health pro>ir«ms that 
provide assistance U> students intercstetl in comnuntity health. 

d. Vie expoii\ioi\ of primary cart' and community he(dth research to o /i"v/ ihat 
sufficient lo increase academic prestige of primary care and department of 
community medtcint^ 

c. Increasing the numl>cr nf drpartments of coniM»unity health or lamily medicine 
and establishing required rotations in comtnunily medicine; 




Current Programs 



f. Increasing the nuinl)er of .jcadeinic publications Ihat study or refer to 



commuttity and migrant health renters. 



NAcnr 



Oftlce of Minority Health, 
nHPr 

NHSC Picid Services 



BHPr, ? 

NHSC Field .S>rvices 
(Adv(x:acy Network, A MSA, 
COSri'P) 

NHSC, PHS, NACriC 
Clinical Affairs 

Agency for Health (V.re 
Policy & Research, NIH 



AAMC, UHPr 



All 
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3. Medical Residency Level. Increase in the number of graduating rciiilciicy 
physicians who choose primary care and health centers as a career choice by: 


Current Programs 


a. Increasing the number of primary car: residency programs that have a strong 
link with community or migrant health centers; 


Buim of Health Professions 


b. Expanding and developing primary care residency training programs based ai 
health centers. 


BHPr 

Medicare/Medtcaid 


c. Developing financing mechanisms for supporting training programs at health 
centers. 


Medlcare/Medicaid 


d. Increasing the number of residents and faculty who arc aware of community 
and migrant health centers as a career choice; 




e. Establishing ongoing dialogue and information exchange with national training 
organizations and federally-funded training programs. 


NACHC. S/RPCA 
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4. Medical Practice I^vel. 

a Increase in Ihc number of practicing clinicians who choose he;iUh center 
careers cither for the first time or choose to return to a health center by: 

i Increasing the visibility of community and migrant health centers as a career 
choice for ptacticing clinicians, professional organizations, institutions 
of higher education, hospitals, and other health facilities. 

ii Hstablishing national, state, and local marketing programs, 
iii. Expanding and develoijine sUtc/rcgional primary ca«c association and 

individual community and migrant health center rrcruitmcnl and 
retention programs, 
iv Coordinating with other recruitment and retention efforts. 
V. Supponing and promoting NHSC loan repayment programs; 

b \ icreasc in the number of health center clinicians who choose to remain in the 
health center system, e.g. decrease the turnover ratio of clinicians in health 
centers by: 

i. Supporting and promoting NHSC loan repayment programs; 

ii. Developing siandardi/ed biMiefil packages; 
iij. Developing clinical director oricnution and trainiiig programs; 
iv. Developing career tracks for clinical directors; 
V. Supporting research on important factors in clinician retention; 

vi. Hxpanding and pnimoiin^* clinician incentive programs; 

vii. Developing and promoting clinicir.n involvemem in national nffairs; 

viii. Developing and supiwrliiig clinical networking,; 

ix. Developing and supjxirting clinieiiin f^'OflJ^^JJ ^^^^ , 



NACHC, S/RPCA 



NACHC, S/RPCA, C/MHC 



NACHC, S/RPCA, C/MHC 
NHSC 



NHSC 

NACHC, S/RPCA, C/MHC 
NACHC/NPCI 
NACIU:, BHCDA 
AHCPR. BHCDA 
NACHC, S/PRCA, C/MHC 
NACHC, S/PRCA, C/MHC 
NACHC, S/PRCA. C/MHC 
NACHC. S/PRCA. C/MHC 
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Mr. Waxman. Thank you very much for your testimony. 

I am going to, unfortunately, have to miss the oral presentation 
of this panel and subsequent panels to follow, although we plan to 
finish this panel and break until 2 o*clock. 

I ask Congressman Kostmayer to take over the Chair and com- 
plete the testimonj . I have to, unfortunately, catch a flight. I will 
have a chance to review the record, and look forward to working 
with all the witnesses as well, on this legislation. 

Dr. Stemmler. 

STATEMENT OF EDWARD J. STEMMLER 

Mr. Stemmler. Thank you, Mr. Chairman. And prior to your de- 
parture, let us express our gratitude for your leadership in con- 
ducting the hearing and your interest in the subject we are discuss- 
ing. 

Mr. Kostmayer, good morning, my name is Edward Stemmler, 
M.D. I am the executive vice president for the Association of Amer- 
ican Medical Colleges, AAMC. The AAMC serves as the national 
voice for our Nation's 126 accredited medical schools, 420 teaching 
hospitals, including 60,000 students and 68,000 residents. 

On behalf of the AAMC, I appreciate the opportunity to testify 
on the reauthorization of title VII of the Public Health Service Act 
and the national supply of primary care physicians. 

The AAMC advocates full reauthorization of the title VII pro- 
grams to support primary care training. We share the subcommit- 
tee's concern about the declining number of primary care physi- 
cians. Over the past 5 years, the number of graduates planning cer- 
tification in primary care has decreased from 30 to 23 percent. 

National Resident Matching Program data shows that in 1990, 
only 56 percent of the available family practice and general pediat- 
rics residency positions, and 61.5 percent of internal medicine resi- 
dency positions were filled by graduates of U.S. medical schools. 

Approximately 300 each of general internists and general pedia- 
tricians graduate annually from primary care track residency pro- 
grams, not enough to meet the national need. As medical schools 
and teaching hospitals seek to increase their commitment to pri- 
mary care education, model programs, as supported by title VII 
grants, will be looked to for guidance in planning new approaches. 

The title VII primary care grant programs provide valuable and 
necessary funds for the development and continued existence of 
primary care educational programs. 

Medical schools jointly and individually are complex organiza- 
tions with a variety of missions. This diversity has served our 
Nation well. In some areas, such as primary care, special emphasis 
is necessary. 

In these cases, the AAMC believes that incentives provide the 
best impetus for change and that model programs are an effective 
xnethx^ of demonstrating successful implementation of new ideas. 
An institution can be committed to dual missions that are not mu- 
tually exclusive. 

In other words, a school may adopt primary care and also be an 
outstanding research institution. The University of Washington is 
an example. Public policies should encourage programs that work 
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together. The AAMC views the title VII model programs as a key 
element in such an equation. 

We should continue to fund creative opportunities that e.ipose 
students to positive experiences. At the individual level, matters of 
lifestyle and financial reward affect specialty choice. The rising 
cost of medical education and student debt are often cited as rea- 
sons for the decline in selecting lower paying primary care special- 
ties. 

While there are many anecdotes that support this hypothesis, 
the data does not. For your information, I have provided a table 
that lists the average debt level of medical school graduates by spe- 
cialty choice. You will note that, surprisingly, there is no clear re- 
lationship between debt level and specialty choice. 

Data collected annually through the AAMC Graduation Ques- 
tionnaire indicate that clerkship experiences, mentors, intellectual 
challenge, and type of patient encountered are the most influential 
factors in a graduate's specialty choice. For primary care, ''life- 
style'* factors such as the time demands of the practice conditions 
are a disincentive to selecting that type of practice. 

Another hypothesis to explain the decrease in the number of 
physicians choosing a primary care specialty relates to the chang- 
ing nature of the teaching hospital environment and the payment 
system. Physicians in hospitals are seeing patients who have more 
complex needs and shorter hospital stays. This creates an inappro- 
priate educational setting. 

With diagnostic activities taking place before admission to the 
hospital, students and residents lose the ability to participate in 
the diagnostic process. 

To ameliorate the distortion that an inpatient experience has on 
education, there has been an effort to increase the opportunities 
for clinical education in ambulatory 3ettings. Creating such alter- 
native sites for education is complicated and expensive. 

Several studies demonstrate an association between exposure to 
community-based edu'^ation and subsequent practice in similar set- 
tings. 1989 AAMC data show that of the 12 medical schools with at 
least 30 percent of their graduates choosing primary care, 10 
schools had developed education programs outside the conventional 
tertiary care teaching hospital. 

For example, medical students at the State University of New 
York in Syracuse who opt for a 1-year primary care clerkship at 
the school's Binghampton campus select family practice residencies 
at twice the rate of their peers who remain at the Syracuse teach- 
ing hospitals. 

Similarly, (31 percent of the graduates of the University of Min- 
nesota Rural Physician Associate Program go into a primary care 
practice. While there may be a certain amount of self-selection in 
the outcomes presented, such experiences are available across the 
country because of the availability of Federal support. 

Revenue generated from ambulatory care is insufficient to sup- 
port such training programs. Without supplemental support, some 
facilities would be unable to offer educational activities. As a 
result, fewer students could participate in clerkship experiences 
that encourage graduates to enter primary care. 
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Termination of these programs would also affect teaching of cost- 
effective, preventive medicine. Ambulatory programs train stu- 
dents and residents to manage care, to avoid hospitalization, to 
counsel patients on strategies for maintaining good health, and to 
deliver community-based and home care services. Decreased Feder- 
al support programs will deny young physicians valuable onsite 
training. 

'"ro\iding opportunities for students to observe and participate in 
model primary care programs is only part of an effective solution 
to encourage physicians to elect this career. Positive institutional 
settings must be combined with incentives directed at the individ- 
ual. This approach has been successfully demonstrated ]>y pro- 
grams such as Area Health Education Centers, AHEC's, and the 
National Health Service Corps. 

With that, I will end my testimony in strong support of renewal, 
arguing these progranis are just essential as we develop a compre- 
hensive plan to v^eal with this very vexing problem. 

[Testimony resumes on p. 124.] 

[The prepared statement of Mr. Stemmler follows:] 
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STATEMENT OF ASSOCIATION OF AMERICAN MEDICAL COLLEGES 

Good morning, my name is Edward Stcmmler, M.D. I am the Executive Vice-President for the 
Association of American Medical Colleges (AAMC). The AAMC serves as the national voice for 
our nation's 126 medical schools, 420 teaching hospitals, and 90 academic and professional 
societies whose members seek to promote public health by providing leadership on policies to 
educate our 60,000 medical students, to train the 68,000 residents in graduate medical education 
programs, to develop advances in medical knowledge and to improve the delivery of health care. 
On behalf of the AAMC, I appreciate the opportunity to testify before the House Subcommittee 
on Health and the Environment concerning reauthorization of Title VII of the Public Health 
Service Act and the national supply of primary care physician*;. 

The AAMC strongly believes the Title VII programs to support primary care training and 
education should receive full reauthorization. We s\ arc the Subcommittee's interest and concern 
about the declining number of primary care physicians. Over the past five years, the number of 
graduates planning to be certified in primary care specialties has decreased from 30 to 23 percent. 
Moreover, 1990 National Resident Matching Program data indicates that only 55.7 percent of the 
available family practice residency positions were filled by graduates of U.S. medical schools. In 
general pediatrics, 55.6 percent of the available positions were filled by graduates from U.S. 
medical schools, and for general internal medicine the rate was 61.5 percent. Approximately 300 
each of general internists and general pediatricians graduate annually from primary care track 
residency training programs. As more medical schools and teaching hospitals seek to increase 
their commitment to primary care education, model programs, as sup|X)rted by Title VII granU, 
will be looked to for guidance in planning new educational approaches nationwide. The Title VII 
primary care grant programs are a valuable and necessary source of funding for the development 
and continued existence of primary care educational programs for many medical schools and 
teaching hospitals. 
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Since the enactment of the Health Professions Education Assistance Act in 1%3, federal health 
manpower assistance policy has shifted its original emphasis of increasing, in the aggregate, the 
national supply of health manpower to improving the geographic and specialty distribution of 
health care professionals. Overall supply considerations have now been replaced with a special 
focus on the absence of primary care physicians particularly in many rural and inner-city areas. 
Whether our policies continue to focus on geography or specialty choice, it is clear that an 
enhanced Federal commitment to Title VII programs is crucial to continue support of primary 
care training toward the goal of improving the nation's health. 

Medical schools jointly and individually are complex organizations with a variety of missions. This 
diversity has served our nation well. In some areas, however, such as primary care, special 
emphasis may be necessary. In these cases, the AAMC believes that incentives provide the most 
effective impetus for change and thai model programs arc a cost effective method of 
demonstrating how new ideas can be implemented successfully. The mission of the medical 
schools, while they vary, also directly contribute to the number of primary care physicians trained 
each year. It is important to note that an institution can be coimnitted to dual musions that are 
not mutually exclusive. In other words, a school may take seriously a primary care mission and 
also be an outstanding research institutioiL The Umvenity of Washington is an example. Federal 
and state policies should encourage a diversity of programs that work together. The AAMC views 
the Title VII model prograsns as a key element in such an equation. 

As a group and as individuals, medical studenU' career decisions are influenced by many factors. 
For example, schools may emphasize selection of studenU or try to provide students with clinical 
education in settings where the role of the primary care physician is optimally demonstrated. 

2 
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Studies- smvv ttiat positive experiences with a mentor and in a clerkship are the most influential 
taclors in utudcnLs selcx:ting a career in piimary care. Institution.^ and individuals both need to be 
understood in this a)mptex issue. At the institutional level, we should continue to provide funds 
to support itreative opportunities for t*xposure to pasitivc experiences. At the student level, 
matters of lifestyle and financial reward affect specialty choice. 

The rising cost of mcdiail education and student debt are often cited as reasons for the decline in 
selecting lower-paying primary care specialties. While there are many anecdotes that support this 
simplistic hypothesis, the data do not. For the Subcommittee's information, I have attached to rny 
testimony a table that lists the average debt level of medical school graduate by specialty choice. 
You will note that there is no clear relationship between debt level and specialty choice. 

Notwithstanding the debate of financial matters, data collected annually through the AAMC 
Graduation Questionnaire indicate that clerkship experiences, mentors, intellectual challenge, and 
type of patient encountered are the most influential factors in a graduate's choice of specialty. 
For the primary care specialties, "lifestyle" faciors such as the time demands of the practice 
environment serve as a disincentive to selecting that type of practice. 

Another hypothesis on why we have experienced a decrease in the number of physicians 
becoming certified in a primary care specialty relates to the changing nature of the teaching 
hospital environment and the payment system, I am sure you have heard that physiciaas in 
hospitals arc seeing patients who have more complex needs and shorter hospital stays. This 
creates an inappropriate environment for medical student and resident education. With diagnostic 
activities taking place before admission to the hospital, students are losing the ability to 
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participate in that process. The ability to obseive the patient over time is limited. To ameliorate 
the educational distortion that an inpatient experience has had on students* education, there has 
been an effort to increase the opportunities for clinical education in ambulatory settings. 
Creating such alternative sites for education is both complicated and expensive. 

Several studies demoastratc an association between exposure to community-based education and 
subsequent practice in similar settings. Students who take elective primary care preceptorships or 
clerkships are more likely to select a career in family practice and to practice in rural settings. 
For example. mcdic4»l students at the State University of New York in Syracuse who opt for a 
one*year primary care clerkship at the school's Binghamton campus select family practice 
residencies at twice the frequency of their peers whose clinical education is confined to the 
Syracuse teaching hospitals. While there may be a certain amount of self-selection in the 
outcomes presented here, it should be noted that such experiences are available across the 
country because of the availability of federal support. 

Data from the 1989 AAMC Graduation Questionnaire show that of the 12 medical schools that 
had thirty percent or more of their graduates planning to be certified in family practice, general 
internal medicine, or general pediatrics, 10 of the Khools had developed clinical education 
programs outside the conventional, tertiary cere teaching hospital. Examples include the 
University of Washington's Washington/Alaska/Montana/Idaho (WAMl) program which has a 
rural focus. WAMI graduates have an increased likelihood of entering primary care and 
practicing in rural settings. Similarly, approximately 61 percent of the graduates of the University 
of Minnesota Rural Physician Associate Program go into a primary care practice. 
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White the type of experiences I just described increase the chances of students selecting primary 
care, a study conducted by the AAMC in 1987-88 entitled "Study and Comparisons of Transition 
of Medical Education Programs from Hospital Inpatieni to Ambulatory Training Programs," found 
that developing the ambulatory setting also increases the costs of medical education and decreases 
the productivity>of a previously non-teaching clinic. The study showed that shifting from hospital- 
based settings to clinic-based settings for both resident and medical student education invariably 
decreases the clinic's productivity, particularly in the area of primary care services. Associated 
costs derive from factors such as supervision, classroom space, and extended time for patient 
contact, including taking a patient's history. Each of the schools and hospitals that wcic studied 
had adapted its ambulatory education programs to opportunities unique to their communities. In 
iiomc cases, a school was able to aCTiliate with an existing ambulatory setting, while in other cases, 
an appropriate training site needed to be developed. While there is a need for more 
opportunities for students' education in ambulatory settings, resources for accomplishing the shift 
from hospital to clinic-based sites are scarce. The AAMC has conducted a variety of other 
activities to address the issue of primary care which support this same conclusion, including an 
invitational symposium, 'Adapting Qinical Education to New Forms and Sites of Health Care 
Delivery' and publisliing the results of a 1988 conference on ambulatory care and education, 
sponsored in conjunction with the U.S. Department of Veterans Affairs. More recently, the 
Robert Wood Johnson Foundation awarded the AAMC a onc^year grar • of $45,000 for a study of 
influences on the selection of internal medicine as a career. Myself and AAMC scholar«tn- 
residence Joseph Johnson, M.D. will analyze three broad categories which include the 
characteristics of students, the medical school experience, and students' perceptions about internal 
medicine practice. 
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Within the current reimbursement system, the revenue generated from ambulatory patient care is 
insufilcient to support such training programs. Without supplemental grant support, some 
ambulatory care facilities would be unable to offer educational activities. Inadequate funding of 
Title Vll programs would be most disruptive to training opportunities in the ambulatory care 
setting. As a result, fewer students may be offered exposure to environments that foster positive 
clerkship experiences and encourage graduates to enter primary care. Termination of these 
programs would also affect teaching of cost-effective, preventive medicine curricula. Residents in 
ambulatory programs are trained to manage care in an effor' to avoid hospitalization and to 
counsel patients on strategies for maintaining good health. Primary care programs train residents 
in community-based and home-care services. Decrease J federal support for these programs will 
deny young physicians valuable on-site training. 

Federal funds have been crucial in the development of many family medicine departments and 
family medicine residency and training programs. In the 1980*s, federal funding partially 
supported about 40 percent of the family practice programs which train about 50 percent of the 
graduates. Currently there are 97 medical school department^ of family medicine providing 
ambulatory based training to prepare residents and medical students for ambulatory based practice 
to encourage residency graduates to practice in rural and other undcrserved areas. The family 
medicine departments, r; a result of the nature of their training facilities, are often faced with 
difficult financial constraints. Over two-thirds of the residency programs are located in community 
hospitals, rather than in traditional tertiary medical centers. In addition to the community 
hospitals, family practitc residency programs are affiliated with community health centers, migrant 
health centers and free clinics. Ix>cation in non-traditional training sites, coupled with an 
ambulatory based training model provide the residency programs and departments with significant 
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financial challenges. 

Patient revenues have not been able to support primary care residency training programs partially 
because paymt^nt for service and education in the ambulatory setting is not at the same level and 
scope as it is for the hospital inpatient setting. As a cotHvequence, primary cure residency 
programs depend more heavily on federal support. Due to the emphasis on ambulatory and 
preventive care, reimbursement from Medicare and other third party payers is less than for 
inpatient, procedurally oriented care. Patient care revenues have been unable to support the 
training programs. As a result, primary care programs are unable to become "self-sufficient" from 
patient care revenues. Continued and enhanced targeted federal support is essential for primary 
care programs. 

In addition to the renewed funding for the primary care grant programs, funding should also be 
continued for the Area Health Education Centers (AHEC) and the Health Education Training 
Center (HHTC) programs that relate academic medical centers to medically underiu i^'ed rural and 
urban areas. Currently 38 AHEC programs exist nationwide* constituting a national resource for 
dissemination of federal priorities and new technologies to practitioners in clinical settings. The 
AHEC program has been successful in linking the rcsou c& of university health science centers 
with the health care and educational needs of the communities. Many AHECs serve as training 
sites for medical students and communicate to participants the professional satisfaction of 
practicing primary care and doing so in medically underserved areas. This comprehensive 
approach to training ensures, an effective partnership between academic health science centers 
and surrounding communities. 
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Providing opportuoities for students to observe and participate in model primaiy care training 
programs is only part of an effective solution to encoura|;ing physicians to elect this career choice. 
Positive institutional settings must be combined with incentives directed at the individual. This 
approach has been successfully demonstrated by progranris such as the National Health Service 
Corps. In closing, I wish to indicate strong support for ban forgiveness programs and Title VII 
programs that provide students with funds to finance their education, particularly the programs 
thpt allow student to minimize debt. Low-costs loans such as HPSL and the newly-created 
disadvantaged loan and scholarship maximize a graduate's flexibility in career decisions by 
minimizing debt. In the context of career choice, I cannot over-emphasize the importance of 
directing financial incentives to the individual through means such as the NHSC and subsidized 
loans. I encourage the Subcommittee to consider the combined role of these programs and the 
grants for model programs as effective tools to achieve an appropriate balance in the supply and 
practice location of physicians in the United States. 
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Indebtedoess of 1990 Medical School Graduates 

by 

Specialty Certification Plans 



Percent Percent with 
Mean with Debt > 

Specialty Certification Choice Number Debt No Debt $50.000 



Anesthesiology 


759 


$48,776 


17.2 


34.2 


Dermatology 


219 


$42,461 


26.9 


25.5 


Emergency Medicine 


382 


$49,290 


16.9 


34.3 


Family Practice 


1.153 


$45,749 


17.2 


33.3 


General Internal Medicine 


1,372 


$46,714 


22.4 


33.5 


Internal Medicine Subspecialties 


734 


$46,855 


19.0 


33.0 


Neurology 


184 


$41,545 


11.5 


29.3 


Obsletrics/Gynecology 


884 


S50,150 


18.6 


35.5 


Ophthalmology 


338 


$43,769 


30.3 


23.1 


Pathology 


207 


$36,609 


24.0 


19.4 


General Pediatrics 


841 


$43,084 


20.7 


28.4 


Pediatric Subspecialties 


198 


$47,770 


25.3 


33.2 


Physical Medicine & Rehabilitation 


162 


>j1,162 




JO* 3 


Psychiatry 


583 


$46,788 


21.7 


33.3 


Radiology 




$46,045 


22.9 


30.8 


General Surgery 


655 


$46,450 


217 


316 


Neurological Surgery 


93 


$46,640 


26.1 


35.2 


Orthopedic Surgery 


5U 


$44,363 


26.3 


28.1 


Otolaryngology 


232 


$45,668 


24.1 


30.5 


Thoracic Surgery 


72 


$50,022 


21.7 


4Z0 


Urology 


145 


$42325 


25.9 


25.2 


All Specialties 


11.617 


$46,224 


2\2 


31.5 



Source; AAMC 1990 GraduBtlon QuestioimAln 
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TABLE B12 

CHOICE OF SPECIALIZATION OF GRADUATING SENIORS 





mi 


1B2 


IMS 


1B& 


vm 


jm 


1W7 


19M 


19t9 


^Mtly N#dle(nt/»rKtie0 


17.3 


18.2 


17.7 


ir.o 


19.9 


17.0 


18.3 


13.6 


13.7 


C«A«ral lnt«rfMl M«dlein« 


12.7 


13.9 


12.7 


10.4 


10.3 


8.3 


6.8 


7.3 


5.3 




6.8 


7.5 


7.3 


7.9 


6.3 


6.7 


6.7 


6.6 


6.4 


TOTAl NlNMt CMf 


sa.s 


99.6 


37.7 


U.9 


32.5 


32.0 


31.8 


27.5 


2b.4 


AlUrgy and I«Mu>ol9«y 


0.2 


0.1 


0.2 


0.2 


0.2 


0.3 


0.2 


0.3 


0.7 


AjHitht«(oie«y vidCrUieat Car* 


4.2 


5.0 


5.5 


6.2 


6.6 


6.0 


6.6 


6.7 


7.t 


Oar«atoiooy 


1.2 


0.9 


1.2 


1.4 


t.6 


1.8 


1.7 


2.1 


2.7 


ImrfttKY Hadtcina 


2.6 


2.4 


2.7 


3.0 


3.0 


3.S 


3.7 


3.9 


4.1 


Infarnal Nadicina Subapaciaitiai 


5.9 


3.1 


3.7 


3.9 


4.6 


5.0 


S.3 


6.5 


8.6 


Nauroiofly and ChUd Nagrology 


t.4 


1.9 


1.6 


2.1 


2.3 


2 6 


2.0 


2.5 


2.5 


Huclaar Nadtefna 


0.1 


0.0 


0.0 


0.0 


0.0 


0.1 


0.0 


0.1 


0.3 


OI/QYil and luUpKialtias 


7.9 


8.4 


7.9 


8.8 


7.C 


7.2 


6.7 


7.2 


6.9 


OpiithalaolQfy 


3.8 


3.9 


3.8 


3.9 
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TABLE B11 

PRACTICE SETTING LOCATION OF GRADUATING SENIORS 
PERCENrr OF GRADUATES BY YEAR 
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Mr. KosTMAYER [presiding]. Doctor. 

STATEMENT OF ROBERT GRAHAM 

Mr. Graham. Mr. Chairman, I am Robert R. Graham, M,D., exec- 
utive vice president of the American Academy of Family Physi- 
cians, presenting testimony on behalf of the American Academy of 
Pediatrics, Ambulatory Pediatric Association, American College of 
Physicians, Society for General Internal Medicine, Association of 
Professors of Medicine and American Academy of Family Physi- 
cians. It is a pleasure to appear before the subcommittee today on 
behalf of the over 180,000 physicians represented by these organiza- 
tions. 

Since many of our views and recommendations are similar to 
others that you will hear from the panel, I will simply ask the full 
written testimony be introduced to the record at this point. 

Mr KosTMAYRR. Without objection, your testimony. Doctor, and 
the testimony of all witnesses before the subcommittee today, will 
be made part of the record. 

Mr. Graham. These physicians repr?sented by the organizations 
that I have mentioned are the physicians that, for the majority of 
Americans, are their personal physicians. When you ask a member 
of your family or one of the constituents in your district^ ''Who is 
your doctor," chances are their answer will be one of t'.c members 
of these organizations. 

There is no question this type of physician is in increasingly 
short supply. The efforts of title VII over the last 20 years has been 
developed, and it has been expanded, have been critical in assuring 
that there is some maintenance of supply of these physicians 
within the medical education system that Dr. Stemmler has just 
outlined to you. 

There is no question that it is difficult to attract and retain the 
interest of medical students today in careers as office-based gener- 
alists in an environment where medical education is becoming in- 
creasingly technical, complex and based almost entirely on hospi- 
tal-based patients with multiple system disease. 

That is a struggle which we confront collectively. The answers to 
changing the output of medical schools, in all candor, do not lie en- 
tirely within title VII. They lie in further examination of the in- 
centives provided for our medical teaching institutions through the 
indirect and direct cost reimbursement of medical care, through 
the influence of biomedical research, but the focus today is what 
can title VII do and what has it done? 

Title VII, as authorized, and even though providing only relative- 
ly modest amounts of funds, has provided the opportunity for the 
Departments of Family Medicine, General Internal Medicine and 
Pediatrics over the last 20 years to develop innovative and experi- 
mental programs to carve out a niche within these tertiary teach- 
ing institutions to show what role models of generalists can be and 
create a demonstrable track record of graduating students who go 
into residency training and do become the next generation of gen- 
eralists. 

We do not agree with the administration's proposal that support 
be phased out. Indeed, we believe that this title VII plays a very 
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important role, not a role which may be controlling in terms of the 
total output of medical schools, but one which we need to have con- 
tinue to be in place until we can address the broader issues more 
effectively. 

We strongly support, as the organizations represented here, the 
continuation of the present authorities, the expansion of authoriza- 
tions in a modest way over the coming 3 to 5 years. There is ap- 
pended to this testimony some specific recommendations from each 
of the groups having to do with individual titles, and again, I will 
simply commend that to you in the record. 

I would make as my final comment one I was going to make to 
the Chair before he was constrained to leave. A week ago, he par- 
ticipated in the press conference with Senator Rockefeller and 
others announcing an approach to universal access health insur- 
ance for all Americans, an objective that most, if not all, in the 
room agree with. 

If they introduced that bill, it had been passed into law immedi- 
ately, the testimony in the hearing today would have been on the 
crisis in finding personal physicians and generalist physicians. We 
have a major issue facing us as we look at access in that once we 
solve the issues of financing the problem will be there are doctors 
there for the public to find personal care from. 

We believe that is a growing problem, and title VII has a role in 
addressing it. Thank you, sir. 

[The prepared statement of Mr, Graham follows:] 



Mr. Chairman, I am Robert R. Graham, M.U., Executive Vice President of the 
American Academy of Family Physicians, presenting testimony on behalf of the 
American Academy of Pediatrics, Ambulatory Pediatric Association, American Col- 
loKe of Physicians, P-^ciety of General Internal Medicine, Association of Professors of 
Medicine and Am€ an Academy of Family Physicians. It is a pleasure to appear 
before the subcommittee today on behalf of the over 180,000 physicians represented 
by these organizations. 

In spite of an increasing demand fur primary care physicians, our organizations 
are concerned that the supply uf these physiciars may he falling behind. Primary 
care physicians provide access to care for minorities, the poor, and those living in 
inner cities and rural areas, as well as to many of you and your neighbors. By pro- 
viding comprehensive and continuous care, primary care physicians help prevent de- 
bilitating disease, make early detection of disease possible and manage chronic and 
complex diseases. A rational system of health care de|)ends on a solid foundation of 
primary care physician providers. 

However, the shortage of primary care physicians continues throughout many 
areas of the country. There are currently some 1,956 shortage areas with approxi- 
mately 4,100 physicians needed to remove the shortage designations. In addition, it 
appears there is a continuing and increasing problem of access to physician care for 
Medicaid recipients, the uninsured and other sectors the population. The goal of 
assuring access to quality health care can be met only if the supply of physicians to 
provide basic health care is appropriate to meet the demand for services. Proposals 
to expand access to health care must consider the increased demand for health care 
and the potential lack of availability and accessibility to primary care services. 

To aflfiure the most efficient utilization of resources in an expanded health care 
system, primary care physicians will most certainly play a central role in manc'^ing 
and coordinating patient care. Management of health care services through prima^'y 
care physician coordination results in the most appropriate mix of services and de- 
livery setting. 

Compounding the shortage problem is the adverse trend in priniary care career 
interest among medical school graduates and those entering medical school. The 
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percent of medical school seniors planning to become board certified in a primary 
care specialty fell from i37.3 percent in 1981 to percent in 1989.^ 

There are a number of factors which determine the career choices of medical stu- 
dents including academic prestige of primary care vs. subspecialties within a medi- 
cal school, the availability of mentors to provide role modeling and nurturing and in 
some medical schools the selection of medical students. Physician incomes also play 
a major role in selection of specially and practice location. Low reimbursement for 
primary care services discourages selection of a primary care career, as new gradu- 
ates already steeped in debt chose to enter higher paying subspecialties. For the 
vast mcyority of medical students, loans are the primary source of financing medical 
education leaving graduates deeply in debt. 

To increase the interest of students in choosing primary care careers, some medi- 
cal schools have shown that early exposure to primary care and working with pri- 
mary care role models in ambulatory settings, such as clerkships, is effective. Sever- 
al recent studies demonstrate that a major factor in career selection for medical stu- 
dents is positive impressions gained during their third and fourth year clerkships in 
various medical specialties. A positive experience in the primary care rotation, with 
strong faculty preceptors who also serve as role models, is vital to encouraging med- 
ical students to pursue primary care careers. Through these clerkships, studentii 
learn that primary care is a rewarding, intellectually challenging field which will 
enable the physician to be fully involved with the community. 

Although such experiences are important in influencing care<:r choice, this type of 
quality primary caie experience is expensive for medical schools to undertake. The 
teaching of medical students in outpatient primary care settings lengthens patient 
visits and makes heavier demand on faculty and support personnel than does tradi- 
tional inpatient training. 

Development and teaching of this curriculum is largely the responsibility of facul- 
ty in family medicine, general internal medicine and pediatrics. In most medical 
schools, however, these programs are unlikely to generate substantial revenue from 
their clinical practice because of current reimbursement policies and are less likely 
to attract major grant support. Traditional support for medical education has not 
emphasized primary care, resulting in a dearth of primary care physicians to servt* 
as role models and proponents for primary care. Studies have consistently shown a 
higher student interest in primary care careers upon entering medical school with 
an inexorable attrition of interest as they continue through medical school. 

Federal support for innovative medical student education in the family practice 
predoctoral grant programs has been important in the development of ambulatory 
experiences in family practice for medical students. This needs to be continued and 
expanded. Authorizing Section 784 grant dollars to be allocated for predoctoral edu- 
cation might enable general internal medicine and general pediatric programs to 
positively influence medical student choices for careers in primary care. 

Strengthening the primary care academic aniti? in medical schools can also in- 
crease the visibility, prestige and interest of students in primary care. For example 
the 50 medical schools with the highest percentage of graduc^tes entering family 
practice all have departments of family practice. Only 2 of the 20 medical schools 
with the lowest percentage of graduates entering family practice have departments 
of family medicine. 

(Congress recogni/ed the need for more trained family physicians, pediatrician^s 
and general internists and authorized support through the Public Health Service 
Act for primary care training. These grants have funded significant predoctoral, fac- 
ulty development and residency training programs. Family medicine training grants 
(Sees. 78() and 780) are separate from general medicine-general pediatrics (Sec. 7H4), 
which are combined. Such support has helped to offset some of the financial disad- 
vantage experienced by primary care education programs. According to the Health 
Resources and Services Administration, since 1986, approximately 2,400 family phy- 
sicians have graduated annually from acci Mted family practice residency training 
programs. Approximately 300 each of general internists and general pediatricians 
graduate annually from primary care track residency training programs. In the 
19808, fede al funding has partially supported about 40 percent ot the family prac- 
tice progra.-is, which train about 50 percent of the graduates. The program current- 
ly sponsors 180 projects with 4,177 trainees. The program for general internal medi- 
cine and general pediatrics spon.sor 8(1 projects with 91 actual residency training 
tracks and 1,735 residency trainees (GIM— 855, GPD— 880).^ 



» Primary Care 2000, HKHA'^i Ung-Rango plan for Health Professionals, m). 
^ Ibid. 
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The Administration would discontinue federal support for primary care residency 
programs. The withdrawal of this support would threaten the continued existence of 
a number of these vital programs and would cause other programs to drastically 
reduce training levels. Loss of support in other cases could potentially change the 
nature of the program, for example from ambulatory-based to inpatient-based. Grad- 
uate education in primary care is highly dependent upon government support. In 
most other specialties the costs of graduate medical education are supported by pa- 
tient care income. The income producing potential in primary care programs is less 
because the emphasis in these programs is keeping people out of the hospital. In 
addition, current Medicare payment policies impede ambulatory training. Hospitals 
are allowed to count the time residents perform patient care activities outside of the 
hospital only if the hospital incurs all of the training costs in the alternate setting. 
Because GmE must be hospital-based to be subsidized under the existing Medicare 
methodology for payment, there is a disincentive to sponsor residencies when the 
hospital does not directly benefit from the residents* labor since it must subsidize 
the balance of the payment of salaries and fringe benefits as well as training costs 
in the other setting. 

Others advocate that federal financial support be contingent on a community 
based service linkage. Quality must be a prime responsibility of all medical educa- 
tional programs. Service is a necessary component of education but not the primary 
reason for the educational program. Location of education in these settings is highly 
appropriate, but only when quality is high. 

In addition to the above concerns, the organizations represented by this statement 
have individual recommendations for the various sections of the Public Health Serv- 
ice Act being considered today. These are included as attachments A and B. 

Summary 

Targeted support for the Title VII programs essential if we are to continue to ad- 
dress the access to health care problems of the nation. The loss of grant support for 
these primary care training programs would result in a reversal of the many gains 
in that have been tnade in specially and geographic distribution. On behalf of the 
primary care organizations represented in this testimony, we urge Congress to reau- 
thorize the Title VII funds to continue the progress that has been made in educati- 
ing primary care physicians. 

ATTACHMENT A 

Recommendations for Sec. 786 and Sec. 780, In order to meet the ever increasing 
demand for family physicians, a significant increase in federal support is critical. 
Where other specialties recover a significant percentage of medical education costs 
through NIH and through patient billings, family practice residency program have 
greater difficulty in covering their program costs. The American Academy of Family 
Physicians advocates doubling the current authorizations for family practice resi- 
dency training (Sec. 78()) to $80 million and for departments of family medicine (Sec 
780) to $14 million. These funds provide supi)ort to train residents to become family 
physicians, to develop faculty in the specialty of family practice and to create and 
strengthen departmer of family medicine within medical schools to ensure that 
students are exposea family practice as a viable career choice. 

ATTACHMENT B 

Recommendations for Sec. 784. The American Academy of Pediatrics, the Ambula- 
tory Pediatric Association, the American College of Physicians, the Society of Gen- 
eral Internal Medicine and the Association of Professoi^s of Medicine support the fol- 
lowing request for Section 784: 

As discussed in the joint tei:timony, data and experience indicate that positive 
clerkship experiences in primary care do influence career selection. Accordingb* we 
recommend that the Title VII reauthorization legislation include language estafclish- 
ing predoctoral clerkships for general internal medicine and pediatric programs to 
l>e funded at $2 million for fiscal year 1992, $3 million for fiscal year 1993. and $4 
million for fiscal year 1994. Such predoctoral programs arc already authorized for 
family practice under the current legislation and have proven quite successful. 

'"he federal government and the institutions training the next generation of 
health professionals must continue the partnership to reduce the deficit of primary 
care physicians and meet the health care needs of our local communities. Although 
achieving this will entail an increased financial commitment, we are not asking 
(Jongress in this period of limited financial resources to assume a disproportionate 
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share of the cost of achieving our mutual goal. Over thie life of the reauthorization 
we seek a $16 million increase, $9 million of the increase to fund a new predoctoral 
clerkship program. Specifically, we request the Committee to authorize the follow- 
ing levels: for fiscal year 1992— $27 million, fiscal year 1993— $31 million, fiscal year 
1994— $36 million. We strongly believe that the goal to meet the national primary 
care shortage justifies this moderate increase in general internal medicine and pedi- 
atrics. 

Mr. KoSTMAYER. Youf implication, is that Chairman Waxman's 
legislation would deal with the financial issues, but not necessarily 
with the shortage of physicians? 

Mr. Graham. Absolutely. I commend him for the legislation, but 
sirroly saying if that had gone into effect and had all the positive 
outcomes he would wish in terms of providing financial access, we 
now have 80 or 40 million more Americans whc would be looking 
for more primary care physicians we believe they would be hard- 
pressed to find. 

Mr. KosTMAYER. You are not suggesting that is a problem cre- 
ated by the bill? 
Mr. Graham. No. It is true and unrelated. 

Mr. KoSTMAYER. The American Academy of Family Physicians 
supports the Waxman-Rockefeller bill? 

Mr. Ghaham. We have our own bill that is based upon many of 
the same principles. I would say if their bill or our bill were en- 
acted in law tomorrow, it would be a better America. 

Mr. KosTMAYER. Thank you. 

Dr. Richards. 



Mr. Richards. I am David M. Richards, D.O., president of Texas 
College of Osteopathic Medicine in Fort Worth. I am also the chair- 
man of the board of governors of the American Association of Col- 
leges of Osteopathic Medicine, which represents the 15 colleges of 
osteopathic medicine and their 6,615 medical students. 

I am pleased to be here with Andy Morales, who will begin his 
fourth and final year at my school in August. We will try to de- 
scribe what you have called **secrets of our success'': Our ability to 
produce significant numbers of primary care graduates. 

Our first ''secret": My State-supported school and the other five 
State and nine private colleges of osteopathic medicine have a 
unique approach to recruiting students. We are all willing to look 
at more than just good scores on the Medical College Admissions 
Test and science GPA*s in order to identify good future osteopathic 
physicians. 

Our student bodies include many older, or so-called nontradition- 
al, students with advanced degrees. 

Currently, there are 2.6 applicants for each slot at our schools. 
We just experienced a 22-percent increase in applications over last 
year. Osteopathic medicine is the fastest growing health profession, 
so we must be doing something right. 

Our second ''secret'^ We require references from at least two os- 
teopathic physicians so that the interested candidate fully under- 
st mds what he or she is getting into. This exposure helps us deter- 
mine if the student accepts two important osteopathic philosophies: 
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One, his or her role in addressing our holistic approach and the 
integral role that the musculoskeletal system — the muscles, bones 
and joints— plays in total he*^Hh; and, two, the role the patient 
must pla^ in his or her own health maintenance. 

Our third ^'secret'': Our success in graduating more primary care 
physicians is directly related to the required core clinical clerk- 
ships in ambulatory training in rural and inner city clinics, private 
physicians' offices, community health centers, and in geriatric set- 
tings. 

Clinical experiences in small communities also provide our stu- 
dents with valuable insight to the challenges and rewards of prac- 
tice in small, medically underserved communities. 

It is my opinion that these three ''secret?" are why 80 percent of 
TCOM graduates practicing in Texas, and 76 percent of TCOM 
graduates elsewhere in the United States, are in primary care 
practice. 

However, for osteopathic schools to continue their historic pri- 
mary care commitment, we must be able to attract students who 
share our goals and who can expect to graduate and enter practice 
with manageable debt. 

Our students' debt levels have increased significantly over recent 
years because of the increased cost of loans and the declining 
number of scholarships. Much of this is due to the lack of State ap- 
propriations at many of our schools, little or no cross-subsidies 
from faculty practice income and, therefore, our need to rely on 
tuition to a much gre< ter extent than the average M.D. medical 
school. 

Unfortunately, Mr. Chairman, while 58 percent of all D.O.'s in 
practice are currently in primary care, only 41 percent of the Na- 
tion's 1990 D.O. school seniors expressed an interest in primary 
care when they were surveyed last year. 

With this increasing debt, which now averages more than 
$71,000, compared to $46,000 for M.D. students, we are disappoint- 
ed, but not surprised. To help understand why, it is important to 
know that 48 percent of our entering students come from families 
with annual incomes of less than $40,000. 

AACOM opposes the administration's budget request to elimi- 
nate the HRSA programs that support primary care. We believe 
they should be continued as complements to the administration's 
strong support for minority and disadvantaged assistance, as well 
as the Resource-Based Relative Value Scale reorientation in physi- 
cian payment, which is designed to *''evel the playing field" be- 
tween the specialties and primary care. 

I know that you, Mr. Chairman, have been a strong supporter of 
increasing payments for primary care relative to specialty care and 
for fixing the current imbalance. These HRSA programs are ^*small 
potatoes ' in relative dollar terms, but big in impact at the Nation's 
osteopathic medical schools. 

Without critical and healthy support of these HRSA programs, 
the maintenance or establnhment of predoctoral and postdoctoral 
training programs would njt take place. 

I would be remiss if I didn't take a few moments to tell the sub 
committee how important the HEAL and HPSL loan programs are 
to osteopathic medical students. First, for many of our students, at 
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private schools particularly, they must borrow HEAL money to the 
max. Many do this as early as their freshman year. 

Osteopathic medicine haa the lowest HEAL default claims profile 
of all eligible disciplines, even though our students are, on average, 
the most indebted. HEAL must be preserved. 

The Health Professions Student Loan Program, or HPSL, is woe- 
fully underfunded, but it has proven itself many times over. It 
should be reauthorized and receive major recapitalization. We be- 
lieve it is a model that should be used to assess the HEAL pro- 
gram. 

Thank you. I would now like to introduce you to student doctor 
Andy Morales. 

STATEMENT OF ANDitEAS G. MORALES 

Mr. Morales. Good morning, Congressman Kostmayer and mem- 
bers of the subcommittee. My name is Andreas G. Morales. Next 
week, I will be a fourth year student at Texas College of Osteopath- 
ic Medicine. You have asked why I want to be an osteopathic physi- 
cian. 

I have always wanted to find a vocation that would allow me to 
truly develop my fullest potential as an individual, one in which I 
believed my contribution to society would really make a difference. 
This is particularly important to me as an Hispanic. 

When applying for medical school, I was impressed with the fac- 
ulty and students of TCOM who encouraged me and other appli- 
cants. I was impressed that they were interested in me, my family 
and my Hispanic background. 

I like TCOM's philosophy of preventive medicine and the concept 
of a D.O.'s partnership with his or her patients. There is a true 
sense that osteopathic physicians are trained to be personal with 
patients, not aloof. 

Osteopathic medical schools emphasize primary care when they 
recruit. They look positively on second-career students. On average, 
osteopathic medical students are older than M.D. students. They 
bring their experiences from a previous career to provide more 
comprehensive health care to their patients. 

I would like to say here that the majority of Hispanic students at 
TCOM, as well as other minority students, are in the top 25 per- 
cent of their respective classes. The great majority of these stu- 
dents also intend to enter primary care. This is a testament of 
TCOM's commitment to provide for the medical needs of the lower 
socioeconomic and minority communities in Texas. 

As Dr. Richards stated, debt levels are quite high for many osteo- 
pathic medical students, especially those who want to become pri- 
mary care physicians. I was really quite distressed to learn that al- 
though 58 percent of all D.O/s are in primary care medicine, only 
41 percent of last yearns seniors expected to specialize in primary 
care. 

Although a large majority of those seniors said that a heavy debt 
load was not a major factor in their specialty choice decision, it is 
known that those with both high debt and high income expecta- 
tions are more likely to choose nonprir. ary care specialties. 
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HEAL loans have come essential for the majority of D.O. stu- 
dents, not because they are so great from an interest rate stand- 
point, but because they have become necessary for us to complete 
medical school and to enter primary care residencies. Targeted sub- 
aidies to primary care, such as lower cost loans or tax incentives, 
might be part of the solution. 

For osteopathic medicine, which has the lowest HEAL default 
claims record relative to loan volume, it would be tragic if the 
HEAL loan program were phased out, particularly if it means that 
new osteopathic borrowers, such as this fall's freshmen, could not 
borrow, or couldn't get the lower cost HEAL loans available 
through the Kirksville College of Osteopathic Medicine. 

Our ability to continue to play a major role in the solution to our 
country's primary care physician shortage would be hurt tremen- 
dously. 

You asked about the impact of debt on specialty choice. For 
many of my fellow stut.lents, as well as myself, it is likely to have a 
very big impact. Half my class is married, many have children. 
Many students are choosing, or say they may choose, nonprimary 
care specialties and subspecialties if they have high debts. 

To get ready for this hearing and to give you a man-on-the-medi- 
cal-school-street assessment of debt in primary care, 1 talked to pri- 
mary care doctors in Texas who are having a very difficult time 
because of lingering debt loads. 

One thing is that out-of-pocket overhead costs for subspecialists 
are lower than they are for primary care physicians. That is be- 
cause CP's and FP's are often freestanding, requiring the physi- 
cians to invest in equipment themselves, rather than a hospital 
doing it. 

. It helps that TCOM's tuition is State-subsidized, which is not the 
case for many students in several colleges of osteopathic medicine. 
However, after only 3 years of medical school, I have now accumu- 
lated debts of $52,000, and I expect to graduate with debts of about 
$80,000. I also am married and have a child. 

My wife works and goec to college, too. My HEAL debts already 
total about $15,000. I expect to borrow more HEAL money for my 
last year of medical school I am concerned, however, because of 
the "cap'' on HEAL funds and the fact that funds are expected to 
run out within a few weeks. 

I am still planning to enter general internal medicine and eager 
to establish a practice to serve Hispanics. However, because of 
debt, overhead costs, and my need to help my younger brothers 
through school, I haven't ruled out neurology. 

If I go into primary care, my plan is to pay back my loans in 8 or 
9 years. But, if I go into a sub.^pecialty, it will take me only half 
the time. So, Congressmen, you see my dilemma. Thank you. 

Mr. KoSTMAYER. Thank you very much. Doctor Gershen. 

STATEMENT OF JAY A. GERSHEN 
Mr. Gershkn. Thank you, Mr. Chairman. 

I am Dr. Jay Gershen, professor and Chair of public health den- 
tistry at UCLA. I appear today as president of the American Asso- 
ciation of Dental Schools. I am pleased to have the opportunity to 
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present AADS's recommendations concerning the General Dentist- 
ry Residency Program and the Health Education Assistance Loan 
Program. 

General dentistry residency programs provide dentists with the 
skills needed to treat patients requiring specialized or complex 
care. Thes3 patients include the elderly, the handicapped, develop- 
mentally disabled individuals, high-risk medical patients, and those 
with infectious diseases. 

Eighty-six percent of those who receive general dentistry train- 
ing remain primary care providers; the enrollment rate of black 
dentists in recently funded general dentistry programs is 13.4 per- 
cent, and the enrollment rate of Hispanic dentists is 7.8 percent. 

One-third of current grantees include offsite rotations to under- 
served communities or populations. For example, a New York City 
general dentistry program served five community health centers, 
and a program in Colorado has established rotations throughout 
the State, to community, migrant and rural health centers. 

General dentistry programs are required to become self-sufficient 
within a 3-year ''startup" time. This is a significant challenge be- 
cause reimbursement for dental services through Medicare and 
Medicaid is limited. General dentistry programs must attract 
enough self-pay patients and patients with dental insurance to 
offset the losses incurred in treating the indigent. 

The AADS requests expansion of this program to more adequate- 
ly meet the demand for training. Currently, one of three dentists 
seeking a general dentistry residency position is turned away. We 
urge the subcommittee to reauthorize the general dentistry pro- 
gram at $8 million, $10 million and $12 million for the next 3 fiscal 
years. 

Next, I will turn to the HEAL program. AADS is extremely con- 
cerned that everything possible be done to assure that HEAL bor- 
rowers meet their obligation to repay these loans. As you have 
heard today, the HEAL program has an overall default rate of 8.2 
percent, and the rate for dental students is 10.6 percent. 

Most dental defaults occur in the initial years of repayment. The 
ov3rwhelming majority of these defaults occur because the young 
dentist's earnings are low as compared with his or her educational 
debt. 

Most of these borrowers are not unwilling to pay. Nor will their 
earnings remain insufficient to meet their student loan obligations. 
Rather, there appears to be a temporary imbalance between debt 
and income, which can be remedied by providing alternative repay- 
ment options. These include consolidation of HEAL loans and the 
provision of graduated repayment terms. 

In the HPSL program, for example, schools are allowed to pro- 
vide alternative repayment options and work with borrowers to 
assure repayment. In contrast to HEAL, the HPSL default rate for 
dental students is 2.1 percent. 

AADS urges the subcommittee to require more of all parties in- 
volved in the HEAL prof^ram. 

For schools, we support the imposition of a reasonable and fair 
performance standard for participation in the HEAL program. 

Schools must be allowed to be actively involved in collection. 
This includes informing delinquent borrowers about the negative 
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consequences of default. Currently, schools are prevented from 
making any such negative statement. This effectively ties one hand 
behind their back. ^, 
Under the performance standard, it should be possible to * cure 
a defaulted loan. Under the current HEAL calculations, once a 
claim has been paid for a defaulted loan, that loan is for ^ 9^ count- 
ed as a default, even if the borrower subsequently geti ^ito 
repayment. 

Within the Department of Health and Human Services, a new 
office should be established. This office should track HEAL loans, 
interface with the Department of Education and the Department of 
Justice, improve collection efforts, and centralize the deferment 
process. This office would make sure that HEAL loans are not 'lost 
in the system" after a claim has been paid. 

We believe that the cost of establishing this new office would be 
more than covered by what is saved in cured loans and in collec- 
tions recovered from defaulted loans. 

For lenders, additional due diligence requirements should be im- 
posed so that written and telephone contacts begin earlier in the 
HEAL collection process. We also recommend exploration of an in- 
centive program that would provide positive financial incentives 
for lenders who keep their defaults below a predetermined goal. 

Finally, while I was asked to discuss the HEAL program, in clos- 
ing I want to congratulate and thank the subcommittee for the 
Health Professions Student Loan Program. This is widely consid- 
ered to be a model student loan program. 

It provides low interest loans to students, great flexibility for 
schools that administer the program, and has an extremely low de- 
fault rate. 

We urge the subcommittee to provide the highest possible au- 
thorization for this outstanding program. Thank you for the oppor- 
tunity to present our views. I would be pleased to answer your 
questions. 

[The prepared statement of Mr. Gershen follows;] 

Prepared Statkment of Jay A. G>:Hi5HEN, on Behalf ok Ami:hican Association of 

Dental ScHooiJ3 

The American Association of Dental Schools [AADS] repres<int« all of the dental 
schools in the United Statew, as well as advanced education, hospital, and allied 
dental education institutions. It is within these institutions that future dental prac- 
titioners, educators and researchers are trained; significant dental care provided; 
and the majority of dental research conducted. The AADS is the one national orga- 
nization that speaks on behalf of dental education. 

Our Association is pleased to present these written comments for the record in 
preparation for oral testimony to be delivered before the Subcommittee on May 30, 
1991 by Dr. Jay A. Gershen, Professor and Chair, Public Health Dentistry, UCLA, 
and President, AADS. These comments concern the General Dentistry residency 
program and student assistance, focusing on the Health Education Assistance Loan 
program. After the hearing, we will submit additional comments for the record con- 
cerning other major programs to be reauthorized as part of Title VII of the Public 
Health Service Act. 

Primary Care: General Dentistry Residencies 

General dentistry residency programs provide dentists with the skills and clinical 
exptMience needed to treat elderly patienta and other individuals recurring special- 
izenl or complex care, such as the handicapped, developmentally disabled individ- 
uals, high risk medical patients, and those with infectious diseases. These residency 
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programs can be compared with the type of training physicians receive during their 
internship year. 

The General De»itistry Program meets the federal objective of increasing access to 
primary euro, in a cost effective manner. Eighty-six percent o^ those who receive 
General Dentistry training remain primary care providers. Additionaily, while in 
training, residents provide oral health care to underserved populations and commu- 
nities. The need to recruit and enroll minorities into this training has been recog- 
nized and is being addressed. 

This primary care residency trains dentists to provi 'l» a broader range of services 
to their patients and t j consistently refer fewer patiei.t^^j to specialists. This is espe- 
cially important to the indigent, medically compromised patients, and people in 
rural areas, since these patients often face financial or logistical problems that 
make specialized cure unobtainable. 

In fiscal year 1991, l?l^.9 million was made available f'^^ General Dentistry grants. 
Fifty-five dental schools and over 500 hospitals are eli.,. .e to compete for this fund- 
ing; the schools alone would have needed over $1^0 million last year to meet tiieir 
goals for initiation or expansion of General Dentistry programs. 

One third of current grantees include offsite rotations to underserved communi- 
ties or populations. Those rotations give general dentistry residents experience in 
caring for patients at community health centers, nursing homes, geriatric day cure 
facilities, state institutions, and children's hospitals. For example, a New York City 
general dentistry program serves 5 community health centers arid a program in 
Colorado has established rotations throughout the st^.te— to community, migrant, 
and rural health centers. 

Recognizing the need to increase General Dentistry trainees from minority popu- 
lations, federally funded programs have actively recrui*^'^^ and enrolled Black and 
Hispanic dentists. Such programs enrolled 13.4 percent Bh ck dentists and 7.S per- 
cent Hispanic dentists in 198!). The enrollment rate of Black dentists in recently 
funded General Dentistry programs is more than twice the ^aduation rate of Black 
dentists. 

As a result oi federal support for general dentistry residency programs over the 
past V^ years, 48 new programs have been created and 385 new training positions 
have been established. Between 1977, the year before federal support began, and 
1990, there has been a 62 percent increase in the number of positions established. 
However, the demand for training has far outpaced the initiation of new positions, 
as new, dentists seek to develop the skills to care for the changing oral health needs 
of the nation's population. 

General dentistry residencies prepare dentists to treat medically compromised pa- 
tients: individuals suffering from diseases such as diabetes, cystic fibrosis, and rare 
or so-called orphan diseases and conditions such as ectodermal dysplasia, Sjogren's 
syndrome, and cleft lip and cleft palate; elderly patients whose treatment must 
often be significantly altered because of their medical history; individuals who 
suffer oral complications because of cancer chemotherapy or radiation to the head 
or neck; patients with primary oral conditions such as oral cancers and certain 
chronic pain conditions; and patients who need major facial reconstructive surgery 
because of developmental disorders or trauma. 

In 1990, approximately one out of every three applicants for dental general prac> 
tice residenc) positions was turned away. The continually increasing demand for 
this training is strong testament tr s value. Both the AADS and the American 
Dental Association support the ere. -.ion of additional training positions so that 
every dentist who seeks such training can be matched with a position. 

The General Dentistry program is very cost effective. This efficiency is achieved 
by requiring programs to become self-sufficient within a three-year "startup" time- 
frame. This requires considerable skill, as the General Dentistry program must at- 
tract enough self-pay patients and patients with dental insurance to offset the losses 
incurred in treating the indigent. Unlike their medical counterparts, these dental 
residency programs cannot rely on reimbursement through Medicare, which essen- 
tially excludes dental services, and the reimbursement available through Medicaid 
is extremely limited, if available at all. 

The AADS requests expansion of this program to more adr -'lately meet the cur- 
rent demand for training. There is no question that dentists wnc have had the bene- 
fit of advanced training are bett^»r prepared to provide comprehensive dental serv- 
ices, and are less reliant on referring patients to specialists. The programs that have 
been funded in recent years are expanding their reach to offer trainees a wido 
range of didactic and clinical expK»riences in a variety of hospital and community 
settings. This approach exposes trainees to a full mix of patient needs, and affords 
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them the opportunity to meet with medical colleagues in appropriately integrating 
medical and dental care. 

We urge the subcommittee to reauthorize the General Dentistry program at $8 
million, $10 million and $12 million for the next three flscal years. 

Student Assistance: Health Education Assistance Loans 

Background: 

The Health Education Assistance Loan [HEAL] program was established as a loan 
"of last resort" for health professions students. Students of medicine, osteopathy, 
dentistry, veterinary medicine, optometry, pharmacy, podiatry, public health, health 
administration, clinical psychology, chiropractic and allied health are currently eli- 
gible to borrow under this program. 

Students turn to these loans when they have exhausted their eligibility for grants 
and low cost loans. To be eligible to receive a HEAL loan, the student must meet 
the same needs test that is used for the Guaranteed Student Loan programs. 

The HEAL program provides a federal guarantee to loans made by private lend- 
ers. HEAL loans are unsubsidized; the borrower pays interest equal to the average 
91-<lay Treasury bill rate plus 3 percent, adjusted quarterly. Interest is generally 
compounded semiannually. Currently, borrowers pay an insurance premium of 8 
percent, which is deducted from the face amount of the loan. During the time when 
the borrower is in school and in residency training, interest is compounded and ac- 
crues. 

As of September 30, 1989 over 100,000 health professions students had borrowed 
more than $1.8 billion in HEAL loans. 

When the program was established, it was to be used to "fill in" the gap that ex- 
isted—especially in private schools— between loan limits and borrower needs. The 
HEAL loan was never intended to be the mainstay of a borrower's loan portfolio. 
Rather, grants and low-interest (subsidized) loans were to comprise the majority of 
student financial aid. The Middle Income Student Assistance Act [MISA] had just 
been passed, and Guaranteed Student Loans were to be an entitlement to all stu- 
dents except those whose families were in the top 25 percent of all income earners. 

Because the HEAL loans were to be used in this limited way, it was expected that 
the borrower would bear the full weight of program coata. The insurance premium 
assessed was to cover defaults due to death, total disability and inability to pay. The 
borrower was assessed all interest charges. Thus, unlike any other federal financial 
aid that existed at the time, the HEAL program was totally unsubsidized; when the 
student was in school or residency training, interest was assessed to the borrower's 
account. 

Unfortunately, however, MISA was never implemented, due to federal budgetary 
constraints; the needs test for the Guaranteed Student loan was tightened so that 
only those from families earning $30,000 per year or less would qualify. 

With access to student financial aid diminishing each year, the "loan of last 
resort" came to play an increasing role in financing a health professions student 
education. It was only a matter of time before those who had been fo. .d to rely on 
HEAL loans realized the cost of an unsubsidized loan. Concern was raised from bor- 
rowers, financial aid administrators and the Administration about how expensive 
the HEAL loan is. Yet there was no suggestion that, as in other federal loans, the 
government could subsidize HEAL loans, thereby lowering the cost to students. 

Although it is not reasonable to expect the HEAL program to cost the federal gov- 
ernment nothing and at the same time be a bargain for the borrower, the program 
has been widely criticized for failing to meet these two conflicting objectives. 

Much attention has been directed to the HEAL program recently, because of the 
program's default rate, which has triggered fears that substantial appropriations 
will be required to pay off ever-increasing claims. 

The costs attributed to the HEAL program include the "residual" problem of an 
underfunded Student Loan Insurance Fund [SLIF]. This occurred in the initial pro- 
gram years, when the insurance premium charged to borrowers was less than 1 per- 
cent. 

Currently, borrowers pay an insurance premium of 8 percent and the program 
has an average default rate ol approximately 8 percent. Higher education consult- 
ants state that the current insurance premium should be more than sufficient to 
cover defaults, if the residual deficiency were taken care of. 

AADS comments: 

AADS has the following recommendations concerning the Health Education As- 
sistance Loan [HEALJ loan progratti and it« relation to other student assistance pro- 
grams: (1) the Administration's proposal to terminate the HEAL program shoula be 
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rejected; (2) the Health Professions Student Loan [HPSL] program should be ex- 
panded; (3) a new Direct Ix)an Program, modeled after HPSL could offer an attrac- 
tive alternauve to HEAL; and (4) the HEAL loan program can be significantly im- 
proved. 

The Administration *s proposal to terminate HEAL should be rejected 

The President's fiscal year 1992 budget request proposes a three year phaseout of 
the HEAL program. Instead, $U) million would be made available to disadvantaged 
health professions students. 

We question the justification for this proposal, as we believe that the losses pro- 
jected for the Student liOan Incu;ain;'* Fund, which are the foundation for the Ad- 
ministration's recommendation to ten, mate the HEAL program, are overstated. 
For example, to date, the Administration's forecasts have not projected any recovery 
on any defaulted HEAL loans. We believe that the majority of defaulted loans 
should be able to be recovered, if sufficient diligence is applied. 

The Administration's plan would leave all but a few students to fend for them- 
selves in trying to replace an average of over $8,000 per year in borrowing capacity. 
This would certainly cause applicants to the health professions—including the mi- 
nority students we are diligently trying to recruit— to question the government's 
commitment to student aid. 

We urge this Subconiniittee to reject the Administration's plan, because many 
low- and middle-income students will be left without resources sufficient to cover 
their costs if this course is taken. Tens of thousands of health professions students 
will be forced to turn to even more expensive loans, if they can find lendei^s willing 
to make a loan to a borrower without collateral. 

Instead, A ADS urges the Subcommittee to further improve the HEAL program, as 
detailed below. /;t the same time, the Health Professions Student Loan program 
should be significantly expanded, or a Direct Ix)an Program created. 

The Health Professions Student I^n program should be expanded 

The HPSL program, which provides loans to medical, osteopathic, dental, veteri- 
nary medical* pharmacy, pediatric and optometric students, is widely considered to 
be a model student loan program. The program has a default rate of only 1.9 per- 
cent. This low default rate is especially impressive, because HPSL borrowers come 
from financially needy families. Thus, these borrowers are greater credit risks than 
the "average" HEAL or GSL borrower. 

Private funds are not involved in the HPSL program. The loan funds were made 
available by a direct appropriation from the federal government, which provided 90 
percent of the revolving loan fund; schools provided a 10 percent match. 

The schools make and service the loans and are allowed to recover only small ad- 
ministrative costs. Sch(X)is have flexibility in administering and collecting the loan 
funds. For example, the borrower's repayment schedule can be adjusted, with pay- 
ments decreased or temporarily suspended if the school determines that this is nec- 
essary, given the borrower's financial situation. 

Borrowers are currently charged only 5 perceiic interest. No interest is charged 
while the borrower is w school or during the first 4 years of residency training. 

In the year ending June '^0, 1990, the HPSL revolving fund made available just 
over $71 million to nearly 22,000 borrowers, who took out HPSL loans averaging 
$a,250 each. 

While the HPSL profiram provides low interest loans (and therefore significantly 
lower costs) U) student^i, great flexibility in administration, and an extremely low 
default rate, there is currently no authorization for additional federal capital contri- 
butions. 

We urge the Subcommittee to authorize the highest possible authorization for this 
outdtanding loan program. 

A Direct Loan ProfiXim could offer an attractive alternative to HEAL 

An alternative approach would be to establish a Direct Loan Program which 
would be administered almost exactly like the HPSL program. Undei the Direct 
Loan Program, however, the loan proceeds would be due to be repaid to the federal 
government and would not become part of a permanent revolving fund. 

This approach has appeal because, under the new credit reform provisions of the 
1990 Budget Reconciliation Act, direct loans are recognized as less costly than guar- 
anteed loans. New budget scoring takes into account the full costs associated with 
guaranteed loans, and, by comparison, shows the benefits of direct loan programs. 

P'urther, a Direct Loan Program for health professions students could serve as a 
test model to see if a direct loan program could be more broadly applied to federal 
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student financial aid. By borrowing directly from the federal government rather 
than through private lenders, very significant federal savings could result. 

The HEAL program can be significantly improved 

While we enthusiastically support expansion of the HPSL program or develop- 
ment of a Direct Loan Program, the HEAL program still can and should be im- 
proved. Schools, lenders, and the administration all have responsibility for assuring 
that over $2.2 billion in federally guaranteed HEAL loans are diligently pursued 
and collected. 

For schools we support the imposition of a reasonable and fair performance stand- 
ard on schools participating in the HEAL program. 

(1) We urge that the HFSL default calculation, as currently specified in statute, 
be applied to the HEAL program. As with the HPSL program, it should be possible 
to ^'cure'' a loan for which a claim has been paid, if the loan subsequently comes 
back into repayment. (Under current HEAL calculations, once a claim has been 
paid for a defaulted loan, that loan is forever counted as a default, even if the bor- 
rower subsequently gets back into repayment!) 

(2) Schools must be allowed to be actively involved in collection, as they a*e in the 
HPSL program. For example, schools should be allowed to tell delinquent borrowers 
about the negativ*^ consequences of default. (Currently, schools are prevented from 
makmg any such negative statement. This effectively ties one hand behind their 
backs.) 

We must, however, express concern about the fact that there is only one major 
secondary market for HEAL loans. The Student Loan Marketing Association (Sallie 
Mae) currently holds at least 68 percent of all HEAL loans. So long as all lenders 
sell their HEAL loans to the same holder, how can schools shop for better servicing? 
We urge the Subcommittee to consider ways to stimulate competition at the second- 
ary market level. This, in turn, could allow comf)etition to reemerge among lenders. 

It is critical that a new office be established at DHHS to track HEAL loans, inter- 
face with the Department of Education and the Department of Justice, improve col- 
lection efforts, and centralize the deferment process. 

It is important that HEAL loans not be "lost in the system" once a claim has 
been paid. Since only a few HEAL defaulters fail to graduate, it is likely that even 
those who initially experience a very high debt-to-income ratio, will eventually be 
able to repay their loans. Thus, it should be possible to collect on the vast majority 
of HEAL default claims, if the judgments are diligently pursued. 

This new office should also undertake a thorough review of current collection re- 
quirements and incentives, and recommend additional steps to improve loan servic- 
ing and collections. A significant number of "technical defaults" occur, for example, 
when borrowers fail to file the proper deferral forms. Yet, the lender cannct be paid 
without taking that loan through litigation. How can a loan go through litigation 
without the lender finding out about the need to file a deferral form and working 
with the borrower to get it done? (Why is it seemingly easier to proceed through 
litigation than to file a form?) 

We ur^e that DHHS be directed to hire at least five persons who are exclusively 
accountable for the above-mentioned functions, and who must report annually to 
this Subcommittee. Further, we urge the Subcommittee to examine the authority 
DHHS has to pursue delinquent loans prior to default, in order to assure that office 
of sufficient power to be effective. We believe that the cost of establishing this new 
office would be more than covered by what is saved in cured loans and in collections 
recovered from defaulted loans. 

Additional requirements should be imposed on lenders so that the HEAL collec- 
tion process begins earlier. More frequent written notice and earlier telephone con- 
tacts should be required, so that HEAL "due diligence" efforts more closely parallel 
those used by a number of banks in pursuit of their own loans. 

An incentive program should be explored that would provide positive financial in- 
centives for lenders that keep their defaults below a predetermined goal. The de- 
fault goal could be negotiated annually with each lender. Such positive reinforce- 
inents could help further lower defaults. 

Loan repayment should be related to borrower's income. By allowing HEAL loans 
to be consolidated with other federal loans, it should be possible to establish grad- 
uated repayment plans geared to the health professions. 

Borrowers should be protected against high interest rates with an interest cap. 
We urge the Subcommittee to limit the amount of interest that a HEAI-» borrower 
can pay to 12 percent. If the interest exceeds that amount, the federal government 
would pay the amount in excess of 12 percent. This has been done for the Supple- 
mental Loans for Students program, administered by the Department of Education. 
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Finally, the insurance premium should be examined, and a fair premium should 
be assessed, based on a comprehensive analysis of the r'sk of defaults, deaths and 
total disabilities. Such a premium must be determined with a forecast that projects 
income due to collections from former defaulters. 

As with any insurance system, care must be taken to avoid conti'iually increasing 
the insurance premium charged to the consumer— in this case the borrower Con- 
gressional oversight is required to assure that lenders and the administration are 
doing everything possible to collect from prior defaulters, 

AADS appreciates all that this Subcommittee has done to promote the nation's 
health. We look forward to working with the Subcommittee during this reauthoriza- 
tion process, 

Mr. KosTMAYER. Thank you. 

Dr. Sternmler or Dr. Graham, I understand that in 1990, only 
55.7 percent of available family practice resident physicians were 
filled by graduates of U.S. medical schools. Can you tell us how 
elimination of these programs as proposed by the administration 
would affect the number of primary residency slots available and 
thus, the number of primary physicians entering? 

Mr. Graham. Purely as it relates to family medicine, approxi- 
mately 50 percent of all first-year positions have some degree of 
title VII support at the same time. It would not be candid for me to 
suggest if title VII went to zero next year all those positions would 
close down immediately. But for some of the reasons I alluded to in 
my remarks it would make it doubly difficult to maintain the 
number of family residency training programs. 

I would expect we would see an attrition of at least 30 to 40 per- 
cent of those positions in the first year, and where we went after 
that would depend on where the other sources of funding came and 
what other changes there might be in Federal support for gradua- 
tion. 

Mr. KosTMAYER, You mean 40 percent of those 2,500 medical stu- 
dents woulO drop out? 

Mr. Graham. I am sorry. I misunderstood. I was addressing only 
the residency level which is after they graduate. I am saying we 
would lose— -of those current residency positions about half are fed- 
erally supported through title VII. I am saying in the first year I 
think we would lose around 40 percent—half. Immediate 20 per- 
cent reduction in available positions for family medicine. 

Mr. Stemmler. Let me just respond in a slightly different way. 
That is to identify those programs that are supported out of title 
VII in a sense as an infrastructure in this country for the training 
and education of people in the primary care specialties. 

I think what is so important in this renewal is the fact that 
there are movements now being initiated or ongoing as was men- 
tioned earlier by some of the private foundations which when 
looked at collectively, the Federal investment as well as the private 
investment, at least it sets the stage potentially for some accom- 
plishments that have not heretofore been available to us. I am not 
answering in detail on the technical part of your question but 
really in the importance of what title VII does in supporting that 
infrastructure. 

Mr. KosTMAYER. Do you think if the HEAL Program were elimi- 
nated, medical and dental students would be able to obtain alterna- 
tive financing? 
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Mr. Stemmler. I have great fear about the elimination of the 
HEAL Program. Incidentally, my prior life— just prior to this last 
July I was the Dean of the School of Medicine at the University of 
Pennsylvania, so I associated myself very strongly with your analy- 
sis. 

We need every source of loan funds and scholarship funds in 
order to support medical education, unquestionably and without a 
doubt. Although it is true there are initiatives such as the medical 
loans program, it is a series of pieces that has to be put in place to 
maintain a policy in this country that medical education is avail- 
able to anyone who is bright enough and qualified enough to study. 

Mr. KoSTMAYER. You don't think that gap would be filled? 

Mr. Stemmler. I don't think that gap would be filled, no, sir. 

Mr. KosTMAYER. To what extent? 

Mr. Stemmler. I have no wav of estimating that. It has not been 
easy to obtain lenders that will support that particular device for 
student loans. To just speculate the banks are going to be there to 
support that I think is highly speculative. 

Mr. KoSTMAYER. The President's budget for 1992 would reduce 
the current 1991 budget by $184 million down to $88 million. That 
would be targeted for a limited number of programs for disadvan- 
taged and minority students. While the subcommittee has never 
supported these extreme reductions in funding, we are interested 
in your comments on the priorities outlined in the President's pro- 
gram. Do you think it is appropriate to limit the support for only 
these narrow purposes? 

Mr. Gershen. If I may comment. It seems to me that would 
create — only the rich or very poor could obtain a loan and afford a 
medical or dental education. 

Mr. Stemmler. We believe very strongly—ftnd I personally be- 
lieve very strongly— in what I would call needs-based functional 
aid, and obviously individuals who have greater needs — those loans 
or scholarships should be provided not based on a priority relative 
to an ethnic consideration or racial consideration but based on fi- 
nancial need. 

And I think there are other initiatives that we .clearly have to 
respect in medical education that have to do with the representa 
tion of individuals in society in our profession. When we are tall 
ing about financial aid we rest on needs analysis and providing aid 
on the basis of need. 

Mr. KosTMAYER. Do you think your views generally are shared in 
the medical community about the Administration's proposals? 

Mr. Stemmler. Yes. 

Mr. Kostmayer. What do you think possessed the Administra- 
tion to come up with these extraordinary proposals? 

Mr. Stemmler. Mr. Kostmayer, I would not want to speculate on 
the intent of the Administration. We heard their testimony earlier. 

Mr. Graham. I may be in a unique position to speculate since my 
job prior to coming to f .s one was Dr. Harmon s position. 

The long standing poj^ition of the administration since 1980 has 
been to zero out these discretionary programs, believing in times of 
tight budgetary constraints that is not a high public priority. I be- 
lieve what you heard from the panels this morning and what you 
will hear more this afternoon as you get into title VIII there is a 
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compelling argument that can be made to increase the numbers of 
disadvantaged and minority students in health professions educa- 
tion across the board. That goes very strongly to the arguments for 
student assistance. 

Over and above that, there are needs for the support of continu- 
ing to produce needed type of practitioners. Primary care physi- 
cians is certainly one area. 

I thiak you will hear from the nursing community later on this 
afternoon. The fact both of those may be public needs I believe does 
not lead to an argument. You should combine them and only have 
primary care for minority and disadvantaged students. I think you 
need to keep those two things separate. I understand the adminis- 
tration's argument. I do not happen to support that proposal. 

Mr. KosTMAYER. You felt that way in your previous position? 

Mr. Graham. My previous position was to do the best job I could 
to make sure the committee understood the President's budget. 

Mr. KosTMAYER. But you had to convey the administration's 
view. 

Mr. Graham. Absolutely. That is what you expect from an ad- 
ministration witness. 

Mr. KosTMAYER. Which you did not agree? 

Mr. Graham. I had some personal disagreements. 

Mr. KosTMAYER. Ixplain to me from your personal perspective 
why the administration is doing this. 

Mr. Graham. With due respect to the budget process which this 
administration is presently operating and recognizing, the people of 
different parties have different views of the public role. 

Mr. KosTMAYER. There doesn't seem to be any disagreement in 
the medical community. It seems to me~this is why I asked the 
question. These views towards the administration's proposals are 
generally shared in the medical community. Everybody nodded 
their head. 

Mr. Graham. I think there is a generally strong view within the 
health professions community that the present authorization levels 
of title VII and title VIII programs are minimal at best, that the 
authorization should be continued, probably with some modifica- 
tions. 

Mr. KosTMAYER. The administration would cut them below cur- 
rent levels. 

Mr. Graham. That is correct, and my interpretation now as a 
participant observer is the administration's philosophy has been 
that there is not a compelling public role in this area so you are 
hearing a debate between groups of interest about whether or not 
there is a compelling public role. 

Mr. KosTMAYER. Not a compelling public role to provide tuition 
assistance to finance? 

Mr. Graham. I believe on the face of it that argument is consist- 
ent with the administration's proposal to you. 

Mr. KosTMAYER. Is that the arguments they made to you when 
you held the position? 

Mr. Graham. Certainly the feeling has been that if you look at 
the earning capacity— and I don't need to go back to 1982, I have 
done this before— if you look at the earning capacity of health pro- 
fessionals, they tend to be among the relatively privileged class of 
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our society, and if you are sitting down and doing a tough budget 
that you may well be looking more at the income maintenance 
needs of individuals who are not health professionals. 

I think it is a legitimate area for public debate. 

Mr. KosTMAYER. That seems to make some sense. Why don't you 
share that point of view that doctors indeed make a great deal of 
money when they graduate, and, therefore, they should be less de- 
pendent on these kind of programs? 

Mr. Graham. Were the venue for the hearing different an<^ I 
were to be called before you for a different purpose, I might well 
share some of those views. I am before you as & representative of 
five organizations, and I think it would not be fair to them to 
simply reflect what might be a personal view of better public 
policy. 

Mr. KosTMAYER. Mr. Morales, you are ppying for your education. 
Can you tell me how you are paying for your education? Are you 
using these programs? 

Mr. Morales. Yes. Fortunately, I was able to finish my under- 
graduate career with no indebtedness. My parents helped me. And 
I worked three jobs. I went to the University of Texas, El Paso. 
During medical school I have been funding my career through 
Texas guaranteed student loans and the HEAL Program. That is— 
I have also been subsidizing my income with the Perkins Loan as 
well. 

In talking to several students I asked them what would they do if 

the HEAL Program 

Mr. KosTMAYER. Are you eligible for HPSL? 
Mr. Morales. No. 

I talked to several medical students, and I asked them what they 
would do without the HEAL Program, and the majority said they 
would not be in medical school. 

Mr. KosTMAYER. Just to interrupt— Dr. Graham indicated you 
will do relatively well after graduation. Banks know that. Why 
wouldn*t banks loan you the money knowing you would be in a po- 
sition to pay it back? 

Mr. Morales. I don't quite understand why banks — maybe be- 
cause of the high default rates they are skeptical about making 
such loans to us. Another thing, our school principally puts out pri- 
mary care physicians. Primary care physicians' incomes are not 
necessarily that high initially and have a very difficult time paying 
back their debts. 

Mr. KosTMAYER. We give you some time. There is an intervening 
period before you need to begin paying the* debt back. 

Mr. Morales. That is true. However, in my particular case, since 
most of our students do plan to service rural communities the over- 
head cost which they have to incur and the type of community and 
the people we are dealing with they don't expect too high of an 
income. 

Mr. Kostmayer. Well, if you serve in an underserved area you 
can get even more of your tuition from the government, isn't that 
right, under the public health service? 

Mr. Morales. Yes. There are programs. 

Mr. Kostmayer. Mr. Behringer, let me ask you how successful 
your centers have been in working with medical schools to try to 
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refocus educational priorities to primary care and also to offer rota- 
tions at rural and community health centers. Can more be done in 
that area? 

Mr. Behringer. A great deal more can be done, and some of the 
recommendations which we brought before you will lift some of our 
ideas in that area. It is not consistent across the country. It is not 
consistent, even, among the different departments within the medi- 
cal schools themselves. 

I think the emph^is we have is not only helping the medical 
schools to identify and attract those individuals who potentially 
would go into primary care upon their admission to the school but 
also those individuals who then would select to work in under- 
served areas in the long run. Those are very special individuals 
and, given all of the demands and all of the difficultic i that people 
would have going through medical school which may be oriented 
away from primary care, I think those are the folks that need the 
support that those role models— that title VII basically provides 
them, and we would like to play a larger role with the community 
in migrant health centers and rural areas for providing those role 
models. 

Mr. KosTMAYER. Dr. Graham, let me ask in conclusion, given 
your experience, your opinion why this country has not dealt in a 
better way with the health care crisis, its affordability, its accessi- 
bility. 

Mr. Graham. One is tempted to say I don't think we have taken 
it that seriously yet. It is an extremely complicated system, and in- 
dividual needs are highly variable. For the majority of our popula- 
tion insurance is generally adequate and health services are good. 
It is still the one place in the world that you might wish to come if 
you were seriously ill. So we don't have a health system, we have 
multiple health systems, and how the system deals with you de- 
pends upon your personal, geographic, ethnic and economic circum- 
stances. 

And the— if I could finish the thought— the changes that are now 
being discussed will require a high degree of consensus on the part 
of the Congress, the administration and the public. And you asked 
my personal opinion, and my personal opinion is there have been 
so many different perceptions that consensus has never been able 
to be forged. 

Mr. KosTMAYER. Who doesn't share that consensus? 

Mr. Graham. I would suspect it would be impossible at the 
present time for the members of this committee to report out a 
consensus bill dealing with health services access in the United 
States. 

Mr. KosTMAYER. Do you think the American people have reached 
a consensus? 
Mr. Graham. Absolutely not. 

Mr. KosTMAYER. Your favorable comments about our system did 
not speak to the cost, specifically, the collective national cost which 
is extraordinary and rising quite rapidly. 

Mr. Graham. And some believe that that is a problem, and you 
will still find in the literature some who argue there is no magic 
right or wrong level of GNP. I feel I have given you a superficial 
answer to a difficult question. 
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Mr. KosTMAYER. Thank all of the witnesses. Adjourned until 1 
o'clock p.m. 

[Whereupon, at 12:45 p.m. the subcommittee recessed, to recon- 
vene at 1 p.m. the same day.] 
[Brief recess.] 

Mr. Bruce [presiding]. Good afternoon. Welcome to the commit- 
tee. We are happy to have our nursing panel. They will address re- 
authorization of title VIII. 

Before introducing this panel, I would like to again recognize the 
recent complement of the nursing training programs requested by 
this committee from HHS in the last reauthorization. This inde- 
pendent evaluation highlights the value and success of many title 
VIII programs and suggests if a ly thing they should receive more 
resources instead of being cut as the administration is suggesting. 

I ask a copy of the Executive summary of this report be made 
part of the record. 

[Testimony resumes on p. 155.] 

[The information follows:] 
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PIHAL REPORT ^ 

BVXLDATIOM 07 HORSIHO EODCATIOM 
PROJECTS 



The Nursing Shortage Reduction and Education Extension Act of 
1988 (Title VII of PL 100-607) a»onded Title VIXX (Nurse Education) 
of the Public Health Service Act to call for bioinnial evaluations 
of Title VIII projects. Specifically, Section 859 states: 

(a) The Secretary shall, directly or through contracts with 
public and private entities, provide for evaluations of 
projects carried out pursuant to this titl« and for the 
dissesination of inforaation developed as a result of such 
projects. Such evaluations shall include an evaluation of the 
effectiveness of such projects in increasing the recruitsent 
and retention of nurses. 

(b) (1) The Secretary shall, not later than January 10, 1989, 
subsit to the Comittee on Energy and Cosmerce of the House of 
Representatives, and to the Couittee on Labor and Huaan 
Resources of the senate, a report describing the Banner in 
which the Secretary intends to carry out subsection (a) • 

(2) The Secretary shall, not later than January 10, 
1991, and biannually thereafter, subait to the Couittee on 
Energy and Couerce of the House of Representatives, and to 
the Conittee on Labor and Huaan Resources of the Senate, a 
report suaaariting evaluations carried out pursuant to 
subsection (a) during the preceding two fiscal years. 

(c) of the aaounts appropriated each fiscal year to carry out 
this title, the Secretary shall aake available one percent to 
carry out this section. 

Provisions of Title VIII 

Title VIII of the Public Health Service Act provides nursing 
education support through financing educational program 
innovation, development, and maintenance; and graduate and 
undergraduate student grants, loans, and scholarships. Approxi- 
mately $290 million was appropriated for these programs in FYs 
1985 through 1989, the focal years of this report. 

Title Vlir contains eight distinct programs, four that 
provide program support to nursing schools and other institutions 
and four that provide support to graduate and undergraduate 
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nursing students. One of the institutional support prograas, Spe- 
cial Projects r currently has ten subcomponents, each addressing a 
different purpose for which grants night be Hade. These purposes 
have changed over tiae as national priorities and health care 
needs have evolved In Fi* 1989, 552 program grant avards were made 
under Title VIII; 163 nursing schools received undergraduate 
scholarship avardj, and 529 schools participated in the Nursing 
Student Loan program. 

Bvaluat.ioD Method 

In accordance vith Section 659(b)(1), a report dated February 
1989 on the plans for carrying out the first evaluation of the 
Title VIII projects vas submitted 'to the Congress. The plan 
indicated that all areas of the current provisions of Title VIII 
would be addressed within the overall evaluation scheme. However, 
the programs under Title VIII would be classified according to 
whether: (1) a history of completed project activities was 
available to form the basis for evaluation; or (2) the program had 
been newly established and only recently funded. Tlie latter group 
of programs would be described and, to the extent of information 
available, the level of interest and the type of grants issued 
would be identified. 

Dissemination of the findings has always been an expected 
activity of each grant. Throughout the administration of Title 
VIII, it was anticipated that grantees would disseminate and make 
available information about project outcomes and findings. The 
evaluation process, therefore, included a review of dissemination 
activities and the effectiveness of these activities in making the 
findings available to others who would benefit from the knowledge. 

To implement the evaluation plan, which would be used for the 
development of the 1991 report, the decision was made to select a 
single contractor with overall responsibility for the evaluation 
of each of the programs. This approach guaranteed a uniform 
methodological design with standardization of goals and 
objectives; and ensured that cross-cutting issues within and among 
the varied programs would be incorporated in the review. 

Two steps were taken to ensure that the evaluation would 
incorporate broad conc^^rns of those with an interest in the 
nursing cominanity. Prior to the initiation of a contract, the 
Advisory council on Nurses Education provided recommendations of 
issues and Title vIII areas for incorporation in the evaluation 
plan. The Advisory Council on Nurses Education is a statutory body 
appointed by the Secretary in accordance with requirements in 
Title VIII. In addition, in accordance with the contract 
requirements, the contractor appointed a group of individuals 
knowledgeable and experienced in the areas of evaluation research, 
nursing education and service, and health care system or^janization 
to provide technical guidance during the course of the contract. 
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As a result of the competitive avard process, Levine 
Associates, Inc. vas selected as the contractor to carry out the 
evaluation study vhich is suuarized in this report* This 
evaluation of Title VIII programs focused on the following major 

issues: 

■ How and to vhat e)Ctent have the programs facilitated the 
removal of financial barriers to a nursing education? 

m Hov and to what extent have the programs promoted the 
role of nurses as health care providers? 

m Hov and to vhat degree have the programs achieved the 
specific purposes delineated in the legislation? 

s How and to what extent hav« grantees disseminated 

findings from completed grant activities and made those 
findings available to those who could benefit from them? 

m Kow effective have these programs been in increasing re- 
cruitment into nursing? 

s How effective have these programs been in increasing the 
retention of nurses in the profession? 

Each question was applied to the legislation as a whole and to 
each Title VIII program to irfliich it was relevant. 

These questions provided the framework for obtaining, 
organizing, and analyzing information data sources* Detailed sub- 
questions tailored to oach program and purpose of Title VIII were 
used to guide data collection and analysis* 

A sample of 166 grants was selected for study from among the 
more than 800 awarded in fiscal years 1985-1989* Exclusive of the 
student loan and scholarship programs, the sample grants involved 
44 separate institutions, many of which had several grants, 
usually under different sections of Title VIII. 

The primary source of data on the grants selected for study 
came from the grant files which contained initial proposals, staff 
and reviewer notes, and official progress and final reports. 
Follow-up site visits and telephone interviews were used to 
supplement this information where necessary. 

conclusions 

The conclusions reported are those drawn by the contractor 
looking only at the impacts of Title VIII programs without 
reference to other competing priorities. As such they do not 
necessarily represent the views of the Department or the Health 
Resources and Services Administration. 
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Lcvinc Associates, Inc. came to the following overall 
conclusions in their evaluation of the Title VTII programs. The 
brief suBunary included here has been organized around the six 
major evaluftion questions and the individual program areas. A 
full discussion of 'che findings and the conclusions is included in 
the Levina Associates finfl^ peport! Evaluation of Hursing 
Education Projects appended to this Executive Sumiary. 

ReaovAl of f Inangial barriers to nursing education 

■ Hursing student support does aid needy students S 
proMOte more rapid degree completion, and, probably, 
attract some people into nursing • However^ 0iven the 
large number of nursing students, the support is too 
limited to have substantial and measurable effects on 
this number. 

■ The rapid advance of graduate nursing education in 
scope,, quality, and accessibility is mostly due to 
Title VIII programs. Without these, sources of high 
quality graduate nursing education would, if available, 
be very limited. 

Promoting tbe role of nurses 

0 Federal support plays a key role in promoting and 

supporting innovations in nursing education that respond 
to the national need for more cost-effective health care 
and to key issues such as aging, health care 
underservice, and rapidly clanging health care 
technology and skill requirements* This support has also 
expanded opportunities to provide care to the 
under&erved through innovative nurse-managed clinics, 
birthing centCiTs, and community programs. 

m Advanced degree nurses graduated from Title VIII 

projects are role models who provide education and 
leadership in response to changing health needs. 

Achievement or legislative purposes 

■ The short-term objectives of the grants were generally 
met. Most projects were designed and implemented, met 
their enrollment goals, and produced graduates. A few 
had problems which generally centered on recruiting 
suitable faculty, students, skilled preceptors and 
developing needed linkages with clinical facilities. 

■ The long-term objectives of Title VIII, such as 
increasing retention and recruitment, and career 
development for employed nurses were not systematically 
measured by the grantees. On-going data collection on 
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these issues is vital to their effective evaluation. 



Diaseaination 

■ Disseiination of project findings and methods by 
grantees has been axcallent and varied. For exanple, 
with regard to Special Project grants, products, such as 
audio-visual learning Modules, were identified in the 
contract review. The benefits of Title VIII have been 
greatly expanded by the activities. These activities 
take place in addition to ouch activities as the 
Inclusion of grant findings in Federal presentations, in 
Congressional reports and as part of the informational 
material supplied to the Congress. 

Recrultaent into nursing 

■ Federal funding, especially of Special Projects and ad- 
vanced nurse training, pronotes recognition of nursing 
as essential to assuring high quality health care, 
provides nursing role Models for non-nurses, and 
facilitates access to advanced education and career 
mobility, thus helping to stiaulate rccruitBent into 
nursing. 

■ Federal student financing is probably too limited to 
have a substantial effect on recruitment. 

■ special projects for the disadvantaged probably have a 
positive indirect effect through the development of 
innovative teaching methods and their dissemination. 
However, they are too few to have a significant direct 
effect on the numbers of students recniited. 

Retention of nurses in the profession 

■ Federal funding, especially of special projects and ad- 
vanced nurse training, promotes recognition of nursing, 
and facilitates access to advanced education and career 
mobility, and thus helps promote retention in nursing. 

■ Advanced Nurse Education grants encouraged part-time 
graduate school enrollment, thereby increasing the 
accessibility of graduate nursing education programs, 
which resulted in an expansion in the number of nurses 
with advanced skills and enhanced professional roles, 
both of which are factors that are often vital to 
retention in nursing. 
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other 

■ This evaluation demonstrated a pressing need for 
on-going data collection on the long-term retention 
effects of Title VIII as reflected in graduate career 
patterns, 

■ The interaction of multiple grant awards at some nursing 
schools strengthens the outcomes of the individual grants 
and strengthens the schools and their faculties. 



Findings for Individual Programs 

■ Special Prelect Grants and Contractu 

This section is intended to improve nursing practice by 
increasing the knowledge and skills of nurses and to re- 
duce nursing vacancies and turnover, sixty-one (61) of 
the 350 fiscal year X985 through 1989 grants under the 
10 purposes of the section were evaluated* The grants 
were especially effective in enhancing the role of 
nurses as health care providers to underserved 
populations and in disseminating findings. They were 
also very successful in meeting their specific 
legislative objectives. Less clear was the impact of the 
grants on retention in the profession, more time is 
needed to observe this effect than was available to the 
evaluation. 

The impect of Special Project ^.rants is far-reaching be- 
cause the grants* products are constantly used and 
continue to reach large numbers of nurses and its 
innovations are widely replicated. Curriculum materials 
developed in continuing education projects are 
frequently incorporated into formal nursing education 
programs, 

■ Advanced Nurse Education 

This section of Title VIII assists collegiate nursing 
schools to increase the supplies of well-prepared nurse 
educators, administrators, clinical specialists, and re- 
searchers. Over two thirds of th<i 46 sample grants in 
this program met or exceeded their performance and 
legislative objectives. 

Advanced Hurse Education grants promoted the roles of 
nursos as health care providers. Graduate students and 
faculty provided models of practice for other nurses and 
improved the public's and the health professions* 
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perception of nursing. It is widely asserted and has 
been shown that advanced education increases autonoay 
and job satisfaction leading to professional stability. 

Project director and graduate atude^ interviewees veri- 
fied that graduate prograas provide u way for staff 
nurses and first-Iin^ nurse Managers to increase their 
job satisfaction by preparing for leadership positions 
in clinical practice, administration, education, and 
research. The project directors interviewed were 
convinced that alaost all graduates reaain in nursing 
and usually in the advanced practice specialties they 
studied. 

Without the advanced nurse education prograa, it would 
have been iapossxble to begin many new Master's and; 
doctoral programs or to expand those already in 
existence significantly. Further, the effects of the 
prograa were often Multiplied by suppleMentary 
non-*Federal funds. 

Overall, there was a clear sense that it was the Title 
VIII awards that facilitated develop»ent and iMpleMonta- 
tion of advanced nurse education prograMS. These 
prograMs increased accessibility to Master's degree 
specialty tracks and doctoral prograMS. Many 
interviewees credited the prograMs with helping to 
increase the nation's supply of nurses with advanced 
education, especially by encouraging part-tiMe graduate 
study. 



■ Nurse Practitioner/ Nurse Midwife 

This prograM helps eligible institutions neet the costs 
of educating nurse practitioners and nurse Midwives to 
deliver primary health care in the hoMe, in ambulatory 
care, and in institutional settings. The saMple included 
28 grants in this category, 21 for nurse-practitioner 
and 7 for nurse-midwifery programs* PrograM faculty 
members cited many accomplishments in promoting the role 
of nursing and in gaining community acceptance for these 
specialty health care providers. However, appreciation 
of their potential value sometiaes developed slowly and 
obstacles had to be overcome, such as the difficulty 
nurse-midwives had in the mid-1980s in obtaining 
liability insurance. 

Every nurse practitioner and nurse nldwifery program 
studied maintained some clinical sites in medically 
underserved areas and provided primary care to medically 
underserved populations. Beneficiaries of these services 
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included migrant fam workers « the homeless and the 
indigent. 

The grants provided the overvhelaing Majority of funds 
for program development, expansion and enhancement at 
the sample schools, many of which were able to 
capitalize on Federal funding to obtain increased 
support from their universities and states as well as 
from private sources such as foundation^, A recurring 
theme among the grantees was that most sample programs 
could not have started or maintained operations without 
Federal support. 

Dissemination of information about experiences in 
initiating, developing, and managing these programs was 
widespread. 

The programs that conducted aluMni surveys reported that 
a great majority of graduates are active in their 
specialties • Many worked in underserved areas and in 
public health and outpatient settings where they 
provided effective care to the needy at moderate cost. 
However, despite their documented strengths as 
cost-effective health care providers, nurse 
practitioners and nurse midwives were not used to their 
fullest potential. Professional , legal, and reimbursement 
barriers restricted their practice somewhat, 

■ Hursing Ed ucation Opportunities for Individuals from 
Disadvantaged Backgrounds 

Eight of the 27 grants which supported projects related 
to individuals from disadvantaged backgrounds during FY 
1985-1989 were studied. They focused on disadvantaged 
students from inner cities, rural areas and Indian 
communities, 

A recurrent theme among the projects studied was that as- 
sistance to disadvantaged students is very resource inten- 
sive and costly. 

Directors of these projects provided convincing evidence 
that the program facilitated recruiting disadvantaged 
students into nursing; that large proportions of aided 
students completed their studies and entered the nursing 
profession; and that many student participants would 
have been unable to study without project support. The 
successes of these projects stemmed both from the 
financial aid and from the special educational services, 
including remediation, teaching aids, and tutorials, 
they provided. 
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This proqran^s student stipends^ even when in amounts 
less than what was needed, had a significant iapact on 
successful studies coapletion by disadvantaged students* 
There is little doubt that many of these students would 
not have been able to coaplete their education without 
this prograa^s financial and educational assistance. 

While Bost of these projects provided evidence that 
their objectives were achieved, there was a lack of 
consistent data on recniitsent, student retention and 
licensure outcomes, Prograu that Monitored progress 
reported high retention rates aaong students who 
received support. Disseaination of the findings has been 
widespread thus increasing the program's benefits. 

Professional Wurse Traineeships 

Funds for traineeships are awarded to support students 
in Master *s and doctoral prograu. While funding has 
been stable for wore than a decade, graduate enrollaent 
has increased sore than four-fold since the early 1970s. 
Thus traineeships now average about $1,000* Bctginning in 
1989, half*-tiBe students were included in the program 
with 25 percent of available funds set aside for their 
support. Of the 200 nursing schools aided by traineeship 
program, 32 were in the study sample* Tuition alone 
often greatly exceeded the value of a traineeship at 
these schools. Overall, though this support was widely 
valued, it had Marginal effects on recniitKent into 
graduate nursing education and on retention in nursing. 
Traineeships did allow some students to change froa 
part-tine to full-tine status and thus accelerated 
degree completion and return to the job market* 

Although data on trainee post-graduation work 
experiences were not often available, one school that 
conducted a survey reported that 90 percent of its 
master's degree graduates were employed full-tine in 
nursing specialties. Another school reported that 95 
percent of its master's graduates had positions in their 
fields of study. 

overall, traineeship funds facilitated completion of 
graduate programs. This allowed graduates to enter into 
higher positions in nursing administration, education, 
and practice, the types of position in which retention 
in the profession is particularly high. 

Much anecdotal information on alumni activities was col- 
lected during int<?rviews. It largely validates the 
widely held view that nurses who invest time and money 
acquiring advanced degrees do work in their fields of 
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study. 

Poat-Baccalaureate Faculty Fellowships 

First iBpl6»«nted in FY 1967, this progran supported 
faculty research on innovative nursing Interventions 
addressing national priorities such as cost-effective 
health care delivery aodels for the elderly^ presature 
infants, and other high risk populations. In fiscal 
years 1987-1969, 229 one-year fellowships were awarded. 
SoMe grantees reported that the funding was inadequate 
considering the work required to secure it. Recipients 
often reported that the prograa*o tuition, fee and 
stipenu allowances did not meet the costs of obtaining 
an advanced degree and the one-*year support period was 
too short for doctoral research. Over 90 percent of the 
recipients saspled reported that they have or will 
become tenured faculty members in their specialties 
after completing their degrees. 

Nursing Student Loans 

This section authorizes loans to financially needy full 
and half-time undergraduate and graduate nursing 
students. Loans are limited to $2,500 for each of the 
first two years and $4, COO each for two later years of 
study with a lifetime ceiling of $13,000. lioan repayment 
is made over a period not to exceed ten years beginning 
9 months after graduation. The law authorises the 
Secretary of Health & Human Services, subject to the 
availability of funds, to repay up to 85 percent of a 
loan, including interest for post-graduation employment 
in health care settings such as public hospitals and 
community health centers. These partial loan repayment 
provisions of the law were suspended from FY 1964**FY 
1989 due to lack of appropriations. The FY 1990 
appropriation was $1,000,000. 

Less than a third of nursing programs participated in 
Nursing Student Loans, there were fewer than 13,000 bor- 
rowers each year, and the average loan amount was 
approximately $800. Even where available, the loans were 
rarely a major education financing resource. Several 
sample schools with large numbers of needy students, 
though, found it very valuable. Also, when combined with 
other types of financial aid, those loans undoubtedly 
enabled some students to pursue a nursing education. 

Undergraduate Scholarships 

This section was added to Title VIII in 1988 to make tui- 
tion and fee scholarships available to financially needy 
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nursing students. Recipients »ust sign an agreesoent with 
the Secretary of Health (< Human Services to serve for not 
1«8S than two years after graduation in facilities such 
as public hospitals and Medicare/Medicaid provide- 
institutions. The program disbursed an initial $1,2- 
million in scholarships to 167 nursing schools in FY 
1989, an amount sufficient for fewer than 400 
scholarships. 

It is too early to detemine the impacts on recruitment 
into nursing. However, it is doubtful ttutt it increased 
recruitment very much by removing financial barriers 
since the scholarship awards were liait«d to tuition and 
fees and since few scholarships wer« awarded. 
Nevertheless, they did give significant financial help 
to sose students, including a number who would not have 
stayed in nursing school without this aid. They clearly 
have value as part of the financial aid resource pool 
which, as a whole, plays a major role in recruitment 
into nursing. 

Summary 

This report provides the findings of the first of the 
evaluation studies required under Section *859(a) of Title VIII of 
the Public Health Service Act. It provides; an overview of how and 
to what extent the grants carried out und«r each of the Title Vlll 
sections have met their own and the legislative objectives. 

As indicated in the summary of the contractor's findings 
reported in this Executive Summary and in the attached full report 
of the study, there are large numbers of nursing educational 
programs and students. The funds available for any one program 
would be insufficient to make significant changes in these overall 
numbers. Thus, the ability to measure impact and effectiveness on 
an aggregate basis is diminished. Furthermore, since the review 
was confined primarily to activities occurring during the life of 
the grants or shortly thereafter, the long-term impacts could not 
be measured. Therefore, the next phase of the evaluation will 
focus on whether the project activities have been maintained after 
funding ceased. It will also evaluate the retention of the 
graduates who were products of the various funding sources and the 
contributions of these nurses to the enhancement of health care 
delivery. 
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Mr. Bruce. I notice the presence of a colleague, Mr. Dymally. 
Mr. Dymally, we would be happy to entertain a statement from 
you before we begin this panel. 

Mr. Dymally. Very brief. 

Mr. Bruce. We would be happy to entertain it. If it is not objec- 
tionable to you to take the chair at the end of that table next to 
that microphone. Happy to have a member from California here. 
Mr. Dymally is here from the Education Committee. 

STATEMENT OF HON. MERVYN M. DYMALLY, A REPRESENTA- 
TJVE IN CONGRESS FROM THE STATE OF CALIFORNIA 

Mr. Dymally. Thank you very much Mr. Chairman, and I thank 
the panel for permitting me to rudely interrupt testimony. I have a 
Foreign Affairs Committee meeting at 1:30, and I am involved in 
the official writeup of the bill. I have a statement I would like to 
enter into the record, with your permission. 

Mr. Bruce. Without objection. 

Mr. Dymally. This is a question aoout discrimination against 
foreign medical graduates. It is not an entirely new issue to me. I 
hava spent a lot of time on this issue since I have been in Congress. 
I have flown from Los Angeles to Sacramento to appear before 
what is called the Medical Quality Assurance Board. It is a kind of 
State board for medical practitioners to deal with a number of 
problems foreign graduates have and the requirements that States 
ask of them, such as requirements which involved getting letters 
from a dean who is dead, or going back to school to find out how 
many volumes are in the library and finding the school is closed. 
These are the contradictory types of requirements put on these 
graduates. 

And so what we are proposing is to set up an advisory committee 
that would work with the Medical Association. And, to their credit 
Mr. Chairman, even though they may not be formally endorsed in 
this bill, the medical association is working on the problem and 
trying to deal with a number of issues foreign medical graduates 
have raised. 

One of the problems, in the AMA is they don't have a forum for 
foreign medical graduates. They have been most sensitive to this 
issue, and they are working on it. I trust that we could rule very 
favorably on this piece of legislation to solve what is a critical 
need, especially in the inner cities where we need mor^ doctors. 

I think statistical studies will show there are probaoly a surplus 
of doctors in certain parts of the country, but when you look into 
the underserved ghettos, barrios and rural areas there is still a 
critical shortage of doctors. 

I thank you for the opportunity to testify. 

Mr. Bruce. I thank Mr. Dymally for his testimony. I served on 
the Education Committee with him in the 1985 and 1987 period 
and know of his interest. This goes back a long way, including his 
service as liieutenant Governor of California. 

Mr. Dymally. I thank the panelists for permitting me to inter- 
rupt. 

[The prepared statement of Mr, Dymally follows:] 

Er|c 
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Prepared Statement ok Hon. Mervyn M. Dymally 

Mr. Chairman, thank you for the opportunity to be here before you today. 

I have introduced legislation, along with my distinguished colleague, Mr. Towns, 
to end the broad discrimination that International Medical Graduates [IMGs] expe- 
rience in medical licensure and practice. H.R. '^19, thtj International Medical Gradu- 
ates Anti-Di.scriniination Act, would eliminate the discrepancieR in medical licen- 
sure requirements between dome.'stic and International Medical Graduates. 

Approximately 123,000 of our Nation's 569,000 physicians are International Medi- 
cal Graduates. These physicians servo primarily in underserved urban areas. They 
are a valuable resource to the health cire of our Nation. Despite studies that have 
demonstrated that IMGs are conipari.b!e in medical knowledge and clinical skills to 
their domestically educated counterparts and while we rely heavily on their .serv- 
ices, they are subjected to dual medical licensing standards and discrimination in 
both overt and covert forms. 

The legi.slation I have introduced with Mr. Towns is a response to both a recent 
GAO report on medical licensure, which was requested as part of thr last title VIT 
reauthorization, and the hearing held by this subcommittee during the last health 
professions reauthorization which clearly demonstrated thnt IMGs are subject to 
discrimination in three categories; residency programs, licensure and employment. 
My bill will not lower medical licensure standards and it will not create Federal 
(Government infringement on the States' role in medical licensure. My bill will 
eliminate the two tiered system of medical licensure. 

My bill has three major coniponentK. First, it will eliminate the dirferences in 
medical licensure and licensure by endorsement requirements between domestic and 
International Medical Graduates. These differences, including additional years of 
residency requirements for IMGs, are clearly discriminatory. The measure would 
also provide equal access to IMGs in jobs, hospital promotion and other employment 
related matters. 

Second, my bill would establish an HHS Advisory Council to make recommenda- 
tion.s on the progress of the now developing AMA National Physician Credentials 
Verification Service. Involvement by the Secretary of Health and Human Services is 
necessary in order to ensure fairness in the operation and implementation of such a 
service. This new repository will expedite the licensure process for practicing IMGs 
who often experience interminable oelays when they apply for licensure in a second 
state. The AMA is to be commended for this initiative but it must be recognized 
that their program lacks a forum for IMGs to express their concerns as this new 
program begins. 

Third, this legislation would make it unlawful for a residency training program to 
deny a residency slot to an IMG purely on the basis of the location of their medical 
school. Testimony received by the St*nate I>abor and Human Resources Committee 
last year clearly demonstrated that many residency programs will not even look at 
an application from an IMG. At a time when the maldistribution of physicians is of 
increasing concern and health care costs are rapidly increasing as a percentage of 
GNP, it is essential that such a discriminatory practice be made illegal. 

Finally, my bill will require the Secretary to obtain data which was missing from 
last year's GAO report, such as information from the States on the processing of 
applications for licensure and residency training. The measure also authorizes fund- 
ing for the new United States Medical Licensing Exam. This new single examina- 
tion pathway to licensure will be administered to all medical licensure applicants. 

Mr. Chairman, my goal is to eliminate discrimination toward International Medi- 
cal Graduates. I hope that I am able to work with you and others on the subcommit- 
tee, including Mr. Towns and Mr. Richardson, as your subcommittee reauthorizes 
the Health Professions Act. 

Thank you Mr. Chairman. 

Mr. Bruce. We are happy to have this panel here, and we have 
already entered into the record a very good evaluation done by 
Health and Human Services on that particular title. 

Our first witness is Allison Kozeliski, education coordinator at 
Rehoboth-McKinley Christian Hospital, Gallup, N. Mex.; followed 
by Rita Carty, president of the American Association of Colleges of 
Nursing; and followed then by Deborah Bash, director of the 
Georgetown University Grr.duate Program in Nurse Midwifery; 
Jan Towers, director of government affairs, American Academy of 
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Nurse Practitioners; and Lorraine Jordan, director of education 
and research for American Nurse Anesthetists. 

I am happy to have this panel here. We will begin with Ms. Ko- 
zeliski. 

STATEMENTS OF ALLISON KOZELISKI, ON BEHALF OF NEW 
MEXICO NURSES ASSOCIATION AND AMERICAN NURSES* ASSO- 
CIATION; RITA M. CARTY, PRESIDENT, AMERICAN ASSOCIATION 
OF COLLEGES OF NURSING; DEBORAH M. BASH, ON BEHALF 
OF AMERICAN COLLEGE OF NURSE-MIDWIVES; JAN TOWERS, 
ON BEHALF OF AMERICAN ACADEMY OF NURSE PRACTITION- 
ERS; LORRAINE JORDAN, DIRECT^OR, EDUCATION AND RE- 
SEARCH, AMERICAN ASSOCIATION OF NURSE ANESTHETISTS 

Ms. KozELiSKi. Thank you. 

Mr. Chairman, my name is Allison Kozeliski, RN. I am repre- 
senting the New Mexico Nurses Association, 1 of 53 State and ter« 
ritorial members of the American Nurses Association. I am a regis- 
tered nurse at Rehoboth-McKinley Christian Hospital in Gallup, N. 
Mex. 

I am pleased to have this opportunity to thank you and the com- 
mittee for your past support of nursing education and to describe 
our view of the Nation^s need for reauthorization of the Nurse Edu- 
cation Act [NEA]. 

I would like to speak first about the nursing shortage. We have 
recent Federal data that indicates that the supply of registered 
nurses in the workforce is larger than ever before. Despite the im- 
provement ill the actual supply of RN's, our Nation continues to 
experience its most prolonged nursing shortage. The demand for 
RN^s is overwhelming. 

For example, despite powerful incentives to make hospitals labor- 
efficient and keep down the number of hospital employees, from 
1977 to 1988 the niimber of RN fulltime equivalents per 100 hospi- 
tal patients actually increased from 6L7 RN to 98 RN FTE's per 
100 hospital patients. In the norihospital setting, there is also a 
dramatically increased intensity of nursing care needs. 

Mr. Chairman, despite strong disincentives to hire employees in 
this era of cost containment, RN's are clearly essential to efficient, 
high quality and highly productive performance of organized 
health care. 

I would like to give a picture of New Mexico's health care needs. 
Our rural, sparsely populated State has 14 basic nursing education 
programs operating at capacity. Right now. New Mexico has a total 
of 9,180 RN's. Only Idaho and Louisiana have a lower number of 
RN's-to-total population. New Mexico designated 30 out of all 33 
counties in the State as experiencing a severe nursing shortage. 
New Mexico alao has identified 30 of 33 counties as experiencing a 
critical shortage of primary health care providers. 

If we are to continue to meet our State's primary health care 
needs, we must have continued support from the NEA to sustain 
our one existing nurse practitioner program and develop new nurse 
practitioner/certified nurse midwife programs. 

I would like to describe New Mexico's experience with the NEA. 
I am pleased to report that New Mexico has received support from 
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several key program areas of the NEA. For example, students in 
our State's one mast-er's degree program receive support from the 
Professional Nurse Traineeship Program of the NEA. There are 
two Special Projects Program awards in the State, one for a Geriat- 
ric Education and Health Management Program and one RN to 
BSN completion project within a county which is approximately 66 
percent Native American and 15 percent Hispanic population. 

The Undergraduate Scholarships Program of the NEA made 
awards to 19 New Mexico students in 1990. Our State's only nurse 
practitioner program, a Family Nurse Practitioner program at the 
University of New Mexico, Albuquerque, is funded by the NEA. 
This project recruits students from rural and underserved areas. Of 
note is New Mexico will receive an award next month from the 
Disadvantaged Nursing Student Program of the NEA. 

No^y I would like to talk about recruitment into nursing. The 
American Nurses Association has made a commitment to the re- 
cruitmert to nursing of nontraditional students: minorities, second 
career individuals and older students, for example. Survey research 
has indicated that nursing students may leave their educational 
programs with b,.tween $10,000 and $13,000 of indebtedness. Ac- 
cording to a National Studeht Nurses Association survey, 17 per- 
cent of nursing students indicated that they had to delay their edu- 
cation due to unavailability of funding. 

Fortunately, the NEA. does provide traineeships and loan repay- 
ment in several sections of the Act. We believe the NEA-sponsored 
student support is assuring access to nursing education, particular- 
ly for minority students and for other nontraditional students. 

I would like to describe New Mexico's achievements in minority 
nursing education. We are very pleased with the contract from the 
NEA Special Projects Program to establish a Hispanic Career Mo- 
bility Mode, the RN to Bachelor of Science/Master of Science in 
Nursing Program. Today, 107 Hispanic nurses are enrolled in the 
advanced education program and 18 are actuallv applying for grad- 
uate study. Our most recent enrollment data indicate that 181 His- 
panic nursing students were admitted to all of the State's nursing 
programs, as well as 28 Native American nursing students. To 
date, 6.5 percent of the total master's degrees in nursing enroll- 
ment in the State are Hispanic nurses. 

Mr. Chairman, the New Mexico Nurses Association undei-st^inds 
that a very tight budget year faces us. However, a large number of 
applications for NEA support were previously approved for funding 
in the rigorous quality review process of the Division of Nursing, 
but because of the limited size of the total NEA appropriation, they 
were not funded and were not implemented. Specifically, in 1990 
there were 45 advanced nurse education projects, 29 nurse practi- 
tioner/certified nurse midwife projects, 13 projects totaling $1.7 
million for individuals from disadvantaged backgrounds, and 11 
syjecial projects were approved but unfunded. 

Mr. Chairman, we believe your review of the process which ad- 
ministers the NEA will reveal a well run program which provides 
absolutely critical data collection efforts alwut nurses and nursing, 
for the use of the profejrsion and tor other national, regional and 
local health planning purposes. 
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Mr. Chairman, our Nation must have adequate numbers of well 
prepared registered nurses in order to meet the health care needs 
of its citizens. To prepare nurses needed now and in the future, I 
urge your support for reauthorization of the Nurse Education Act. 

Mr. Bruce. Thank you, Ms. Kozeiiski. 

[The prepared statement of Ms. Kozeiiski follows:] 

Prepared Statement of Aluson Kozeliski> on Behalf of American Nursks' 

Association 

Mr. Chairman, I am Allison Kozeiiski, RN. I ain representing the New Mexico 
Nurses Association, one of 53 state and territorial members of the American Nurses 
Association. I am employed as a registered nurse at Rehoboth-McKinley Christian 
Hospital in Gallup, New Mexico. 

The New Mexico Nurses Association and the American Nurses Association are 
pleased to have this opportunity to describe our view of the nation's need for reau- 
thorization of the Nursing Shortage Reduction and Education Extension Act of 1988, 
more commonly called the Nurse Education Act [the NEA]. 

We also wish to thank this committee for its commitment and support of nursing 
practice and nursing education. 

The Nursing Shortage 

Recent Federal data indicate that the supply of registered nurses in the work 
force is larger than ever before. Now, more than ever before, there is a higher per- 
centage of RNs employed in the work force. More than 80 percent work force par- 
ticipation for RNs is exceptional for a predominately female profession, 70 percent 
of whom are married and fiS percent of whom have children at home. 

Despite the improvement in the actual supply of RNs, our nation continues to ex- 
perience its most prolonged nursing shortage. There are multiple causes of this 
shortage, but the most significant cause is the demand for RNs, whose flexible, 
broad base of knowledge is essential in all practice settings where there are health 
care needs. 

For example, hospitals are the employment setting for about two thirds of the na- 
tion's nurses. Because of dramatic cost-containrnent efforts, all hospitals have pow- 
erful incentives to keep down the number of hospital employees, in order to make 
operations as labor-efficient as possible. Despite this powerful economic incentive, 
the demand for nurses in hospitals has driven upwards the RN-to-patient ratio. In 
1977, there were 61.7 RN fulltime equivalents [PTEsJ employed per 100 hospital pa- 
tients. By 1988, that figure had increased to 98 RN PTEs per 100 hospital patients. 

This increased demand is due to shorter length of stay and admission criteria 
which assure that only the very sickest are admitted to the hospital. In the nonho 
spital setting, there is also an increased intensity of nursing care needs among, for 
example, those who require home health care, those who require nursing facility 
care and physically challenged children who are mainstreamed students in our na- 
tion's schools. 

Mr. Chairman, despite strong economic disincentives to hire employees in this era 
of cost containment, RNs are clearly essential to efficient, high quality and highly 
productive performance of organized health care. 

Private sector response to the nursing shortage rarely has taken the form of serv- 
ice payback in return for scholarship support for nursing students. The private 
sector, however, has not provided funding to support educational programs that pre* 
pare nurses. For example, hospitals may divert from their nurse recruitment budg* 
ets some limited funding for nursing student scholarships or loans that carry an em* 
ployment payback upon graduation. This practice has not been widespread and may 
not occur at all among predominately minority hospitals which may not have the 
budget nor the budget flexibility for this approach. Also, nonhospital employment 
settings such as nursing facilities, schools, hospice and home health agencies rarely 
have the budget capacity to provide scholarship support for nursing students. 

I emphasize that although some private sources exist for nursing student support, 
they do not exist in all parts of the country nor do they benefit the nonhospital 
employment stjctor; also, they may not be offered in places which benefit minority 
nurses. I emphasize, also, that basically the only support for nursing education pro- 
grams comes from the NEA. 
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New Mexico 's Health Care Needs 

Out ^uralp sparsely populated state has only 14 basic nursing education programs, 
or barely one percent of the nation's nearly 1500 nursing education programs. These 
programs are performing at capacity to produce the state's supply of registered 
nurses. The continuing supply of RNs is necessary to meet the state s goals for our 
citizens' health and quality of life. 

Right now, New Mexico has a total of 9.180 RNs. That translates to 415 RNs per 
100,000 citizens. Only Idaho and Louisiana have a lower number of RNs-to-total pop- 
ulation. The New Mexico nursing shortage was validated by a state initiative to des- 
ignate counties which were truly affected by the nursing shortage. Thirty out of all 
33 counties in the state we-'e designated as experiencing a severe nursing shortage. 
Noteworthy for nurse practitioners, certified nurse midwives, clinical nurse special- 
ista and other nurses with advanced practice knowledge. New Mexico has also iden- 
tified 30 of 33 counties as experiencing critical shortages n: primary health care pro- 
viders. 

The Seventh Report to Congress (1990) projecta that New Mexico will need 10,300 
to 13,300 RNs by the year 2000. Our 14 nursing education programs cannot produce 
that many nurses by the year 2000. If our capacity to produce RNs is to grow and be 
maintained, our nursing education programs must have continued support of the 
Nurse Education Act. 

Because of the health status of our citizens and other characteristics common to 
largely rural states, our state has unmet health care needs. New Mexico needs RNs 
to meet health care needs of a largely rural population which, compared to urban 
populations, has a greater incidence of: poverty, very young and very old citizens, 
medically uninsured and underinsured individuals and also, in general, has greater 
morbidity and mortality. 

RNs are needed in nonhospital settings, as well. There, nurses provide primary 
care, community-based care, administer and manage nursing operations and teach 
in schools of nursing. Nurses who perform these functions prepared at the mas- 
ter's degree level. There is only one graduate nursing program in New Mexico. This 
program prepares family nurse practitioners and nurse expert clinicians and leaders 
for the state. This Committee is well aware of the contributions to the nation's 
health made by nurse practitioners and certified nurse midwives. Indeed, we are 
thankful for your past support of these providers. In one recent study of nurse prac- 
titioners, 76 percent of patients seen by NPs in rural areas and 58 percent of those 
seen in urban areas had family incomes of less than $16,000. The Office of Technolo- 
gy Assessment report: Health in Rural America indicated that minority women 
were more likely than non minority women in urban and rural areas to have had a 
nonphysician provider for their primary care. (p. 390) If we are to meet our state's 
primary health care needs, we must have continued support from the NEA to sus- 
tain existing and develop new nurse practitioner/certified nurse midwife programs. 

Current NEA-Support in New Mexico 

Mr. Chairman, I've provided a brief picture of needs in our state which are being 
met by registered nurses. I would like to describe how the current NEA is meeting 
the nursing needs of our state. 

I am pleased to report that New Mexico has received support from several key 
program areas of the NEA. For example: 

Professional Nurse Traineeship (Section 830 of the NEA). The University of New 
Mexico at Albuquerque is the state's only master's degree program. Currently, 
UMN, Albuquerque does receive funds to support graduate students in nursing. 

Special Projects (Section 820 of the NEAl (1) UNM, Albuquerque, Geriatric Educa- 
tion and Health Management Program. This projects includes a nursing clinic 
staffed by nursing faculty in consultation with the College of Pharmacy and the 
School of Medicine. Students provide disadvantaged elderly clients with assessment, 
diagnosis, planning and intervention to promote health and prevent illness. Bacca- 
laureate of Science in Nursing [BSN] students are assigned to specific client families 
concurrently with academic courses. Long term care is addressed through inpatient 
and home health care, as well as in interdisciplinary planning for topical and case- 
oriented educational conferences at the long term care facilities. 

(2) UNM, Albuquerque, RN~ESN Completion Program. The UNM, Gallup campus 
in western New Mexico is an area which has high morbidity and high mortality, as 
well as large numbers of two ethnic populations: Native American (approximately 
66 percent of county population) and Hispanic (14 percent of the county). This 
project will improve distribution of BSN nurses, and increase the numbers of nurses 
who can assume increasingly responsible positions. 
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Undergraduate Scholarships (Section 84J of the NEA), There were 19 awards, 16 
at the associate degree level and three at the bachelor's degree level in Roswell, Las 
Cruces, Espanola and Albuquerque. 

Nurse Fractiticner/Certified Nurse Midwife Programs (Section 827 of the NEAl 
UNM, Albuquerque, Family Nurse Practitioner Program. This project establishes a 
family nurse practitioner program at the master'sdegree level, recruiting students 
from rural and underserved areas. The project also develops internship sites in 
rural and underserved areas, along with outreach of concurrent courses so that stu- 
dents in the final semester of the program can be returned to their home communi- 
ties. The project increases services to some clinical sites, especially those with 
health promotion and family education content. 

Disadvantaged Nursing Students (Section 827 of the NEA), One project will be 
funded in June, 1991. Since this is a new award and not yet ready for public dis- 
semination, it will not be known for a few weeks how many students tliis will bene- 
fit. 

There have been no awards in New Mexico under the Nurse Anesthetist Program 
or, at present, the Advanced Nurse Training program of the current Nurse Educa- 
tion Act. 

The New Mexico experience at the present time with the Nursing Education Act 
has been fruitful. We hope the future will hold continued Federal funding for nurs- 
ing education. 

Nurse Faculty and Nursing Student Recruitment 

It is not only New Mexico which is experiencing a shortage of qualified faculty to 
teach in nursing schools. In 1990, one national survey revealed 2,300 Qualified stu- 
dents who were denied admission to nursing programs because of a lack of nursing 
faculty to teach. That Rurvey may have underreported the extent of nursing faculty 
shortage since the Louisiana State Board of Nursing, alone, reports 1125 qualified 
studenta turned away from Louisiana schools of nursing, most of them due to lack 
of faculty. 

For the first time in many years, the nation's graduate nursing programs showed 
a reduction in the number of full time students enrolled. This may have a signifi- 
cant impact on the supply of future nurse faculty. 

The American Nurses Association has made a serious commitment to the recruit- 
ment to nursing of nontraditional students: minorities, second career individuals 
and older students, for example. Survey research has indicated that nursing stu- 
dents may leave their educational programs with between $10,000 and $13,000 of in- 
debtedness. In terms of after-tax earned income, this debt would require between 10 
percent to 12 percent of pretax earnings to repay the indebtedness over a five year 
period. 

Expressed in other terms, more than 60 percent of undergraduate nursing stu- 
dents, 68 percent of master's degree nursing students and 58 percent of doctoral stu- 
dents in nursing applied for financial aid. Noteworthy is that only 48 percent re- 
ceived it. According to a National Student Nurses Association survey, 17 percent of 
nursing students indicated that they had to delay their education due to unavail- 
ability of funding. 

Fortunately, the NEA does provide traineeshipe and loan repayment in section 
831, Nurse Anesthetist Program, as well as in the undergraduate scholarship pro- 
gram, the disadvantaged student program and the professional nurse traineeship 
program described above. We believe the NEA-spousored student support is assuring 
access to nursing education for minority students and for other nontraditional stu- 
dents. 

New Mexico's Achief^ements in Minority Nursing Education 

The state has been awarded a contract with NEA funds from the Special Projects 
program to establish a unique proiect. The project is the Hispanic Career Mobility 
Model, RN to Bachelor of Science/Master or Science in Nursing Program, based at 
the UNM, Albuquerque. This is an articulated career mobility model which features 
flexible educational opportunities for Hispanic nurses. Today, 107 Hispanic nurses 
are enrolled in the advanced educational program. About 25 of these nurseo are in- 
terested in further study at the master's level and 18 are actually applying for grad- 
uate study. 

Of the state 8 14 basic RN programs, one is a BSN program and the others are 
ADN programs. Our most recent enrollment data indicate that 181 Hispanic nurs- 
ing students were admitted to the state's nursing programs, as well as 28 Native 
American nursing students. To date, 6.5 percent of the total master's degree in 
nursing enrollment in the state are Hispanic nurses. 
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Mr. Chairman, the New Mexico Nurses Association understands that a very tight 
budget year faces us. Please consider an adequate authorization level for the NeA 
since a large number of applications were previously approved for funding in the 
rigorous quality review process of the Division of Nursing. However, because of the 
limited size of the total NEA appropriation, many of these approved projects were 
unfunded. Specifically, in 1990 the following projects were approved but unfunded: 
11 special projects; 45 advanced nurse education projects; 29 nurse practitioner/cer- 
tified nurse midwife projects; and 13 projects totalhng ?1.7 million for individuals 
from disadvantaged backgrounds. 

Mr. Chairman, we hope this sample of information illustrates that the need for 
Federal support for nursing education continues to be critical. We believe your 
review of the process which adminiisters the NEA will reveal a well-run program 
which supplies absolutely critical data collection efforts about nurses and nursing, 
for the use of the profession and for other national, regional and local health plan- 
ning purposes. Mr. Chairman, our nation must have adequate numbers of well pre- 
pared registered nurses in order to meet the health care npeds of its citizens. To 
prepare nurses needed now and in the future, I urge your support for reauthoriza- 
tion of the Nurse Education Act. 

Mr, Bruce. Ms, Carty. 

STATEMENT OF RITA M, CARTY 

Ms. Carty. Good morning, Mr. Chairman and members of the 
subcommittee. I am Rita Carty, DNSC, RN, dean of the school of 
nursing at George Mason University in Fairfax, Va., and president 
of the American Association of Colleges of Nursing [AACN]. This is 
a summary of our testimony, and I ask that the full statement be 
included in the hearing record. 

AACN represents 420 schools of nursing which offer baccalaure- 
ate undergraduate, graduate and continuing education programs at 
senior colleges and universities across the United States. These 
schools are dedicated to meeting America's demand for professional 
nurses trained to cope with an increasingly older population, 
chronic illnesses and the complexities of modern health care treat- 
ments and procedures. AACN is here today to support strongly the 
reauthorization of the Nurse Education Act. 

Only 3 years ago nursing school enrollments v.'ere sharply down 
as more young people rejected nursing careers, and critical short- 
ages existed across the spectrum of nursing services. Todav, good 
news predominates: baccalaureate nursing enrollments for 1990-91 
are up. Minorities and second career students increasingly are 
seeking nursing careers; and nursing shortages, while substantial 
in some areas and specialties, have begun to moderate. But the 
need for the NEA remains. 

'his need is based on a lack of nursing school resources, includ- 
ih faculty shortages, which resulted in at least 2,300 qualified ap- 
plicants being turned away according to a recent AACN survey. 
Primary care, particularlv in rural and other areas undersei*ved by 
physicians, is increasingly being supplied by professional nurses, 
especially those with advanced education, such as nurse practition- 
ers, clinicians and midwives. Demographics suggest that older and 
chronically ill patients, and growing complexities of care, will re- 
quire more nurses. The shortage was estimated at 200,000 RN's in 
1990. 

Minorities suffer disproportionately from many health problems, 
and nurses, especially nurses from minority communities, will be 
essential to turning that situation around. Entering baccalaureate 
nursing students are about 17 percent minority, but Federal sup- 
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ijort is needed to ensure that those students graduate and enter 
practice where minorities are underrepresented. 

Federal financial assistance is critical for making schools able to 
offer faculty-intensive nursing education, and to making nursing 
education a viable choice when students compare nursing with ca- 
reers which may be more lucrative. Older, often part-time students 
with family responsibilities and jobs seeking advanced preparation 
particularly are affected. 

The NEA is a program of which this subcommittee can be proud. 
At a time of cutbacks in State and local support for nursing educa- 
tion, Federal programs and student financial support becomes even 
more essential to meeting central public health objectives. AACN 
supports reauthorization of the NEA with only minor, "fine 
tuning^ ^ type changes. 

At George Mason University's School of Nursing we have 480 un- 
dergraduate and 220 graduate nursing students. Our student body 
is 20 percent minority. We have an NEA nurse practitioner project 
with George Washington University focusing on adult and geronto- 
logical education with an emphasis on both serving underserved 
populations and recruiting students from underrepresented groups. 

We are awaiting a decision on an NEA special project's applica- 
tion for a fast track LPN to BSN program. We know the market is 
there for this kind of education, but we would not be able to under- 
take it without Federal support. Once the program is working, we 
can mainstream it. Facilitating the implementation of new pro- 
grams is one of the most important functions of the NEA. 

On behalf of my students and school and others all over the 
country, I want to thank the subcommittee for making the NEA a 
driving force for innovation and access in nursing education. 

The following are AACN's comments on specific NEA sections. 

AACN supports the existing flexible, yet focused, language of 
these important NEA provisions. Advanced nurse education is cen- 
tral to training specialized nurses to meet vital primary care, 
teaching, research and management needs of the public health 
system. Without advanced education, faculty would not be there to 
educate future nurses. Nurse practitioners and nurse midwives 
would not be there to meet primary care needs— especially of rural 
and underserved communities. Nurse researchers would not be 
there to measure cost effectiveness and outcomes to improve the 
quality of care. And nurse administrators would not be there to 
ensure efficient management of nursing services. Disadvantaged 
special projects makes nursing education programs more accessible 
to disadvantaged and minority students. 

To encourage innovative approaches to education, special 
prcnects offers multiple bases for awards in rural health, geriatric 
and long term care, skill upgrades and continuing education, com- 
munity and institutional demonstration projects. 

Specific changes AACN suggests are: Deletion of the subsection 
which matohes students and institutions wiUing to repay loans [it 
id not used]; increase flexibility to meet changing primary care 
needs by eliminating funding set asides. 

Professional nurse t ..ineeships supports individuals aspiring to 
become the advanced practitioners and faculty so much in demand. 
This is extremely important for students who often are older with 
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family responsibilities and who may be working. The assistance is 
now limited to nurses, but several schools of nursing offer those 
from other professions the opportunity to obtain advanced nursing 
education. To bring these people into nursing, PNTs should be 
available to anyone in an advanced nursing education program. 
Also, we suggest revision or deletion of the post baccalaureate fac- 
ulty fellowships. 

Employer loan repayment should be deleted because it has been 
used by only one student since 1988. 

Scholarships for the undergraduate education of professional 
nurses. Changes AACN would like to see in SUEPN: Program 
should become fully campus managed, like the Nursing Student 
Loan Program, clarified eligibility for students with nonnursing de- 
grees and associates degrees if they meet the financial need and 
disadvantaged standards, and a year-for-year service payback. 

In terms of authorization funding levels, there is a strong rela- 
tionship between NEA funding and nursing enrollments. As funds 
have gone up or down, enrollments eventually follow. This suggests 
that stability in funding and programs is extremely important to 
the continued success of the NEA in meeting the public health 
need for nursing professionals at all levels of care and service. 
AACN supports a 10 percent increase in NEA authorization levels 
rising to $132 million for fiscal year 1994. We would not want to 
limit funding opportunities in the event that more money becomes 
available for NEA programs in future fiscal years. In addition, we 
favor the continued line by line authorization with fixed sums as 
opposed to lump sum authorization or "such sums.'' 

In conclusion, AACN appreciates being given the opportunity to 
present to the subcommittee our thoughts on, and support for, the 
reauthorization of the Nurse Education Act. We would be happy to 
answer your questions. 

Mr. Bruce. Thank you, Ms. Carty. 

[Testimony resumes on p. 176.] 

[The prepared statement of Ms. Carty follows:] 
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of 



Rita Carty, DNSc, RN, FAAN 



on behalf of 



The American Association of Colleges of Nursing 



Good morning Mr. Chairian and members of the Subcommittee. I am 
Rita Carty, DNSc, RN, FAAN, dean of the School of Nursing at 
George Mason University in Fairfax, Virginia and President of the 
American Association of Colleges of Nursing [AACN] . AACN 
represents 420 schools of nursing which offer baccalaureate 
undergraduate, graduate and continuing education programs at 
senior colleges and universities across the United States. AACN 
schools include public and private, secular and sectarian, and 
large and small institutions dedicated to meeting Americans 
demand for professional nurses trained to cope with an 
increasingly older population, chronic illnesses and the 
complexities of modern health care treatments and procedures. 

The Need for Reauthorization 

AACN strongly supports the reauthorization of the Nurse Education 
Act [Title VIII of the Public Health Service Act, hereinafter the 
"NEA"] for AACN. Only three years ago during this subcommittee's 
last review of the federal role in health professions education, 
nursing school enrollments were sharply down as more young people 
rejected nursing ctireers and criti^^^il shortages existed across 
the spectrum of nursing services. Today, good news predominates: 
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entry level baccalaureate nursing enrollments for 1990-91 are up 
14.3 per cent (after a 5,9 percent increase the previous year); 
minorities and career change students increasingly \re seeking 
nursing careers; and nursing shortages, while substantial in some 
areas and specialties, have hegun to moderate. But the need for 
the NEA remains: 

* Lack of nursing school resources, including faculty 
shortages, resulted in at least 2,300 qualified applicants 
being turned away according to a recent AACN survey. The 44 
nursing programs reporting faculty shortages would have 
needed 123 undergraduate and 39 graduate faculty to admit 
those applicants, 

* Primary care, particularly in rural and other areas 
underserved by physicians, is increasingly being supplied by 
professional nurses, especially those with advanced 
education, such as nurse practitioners, clinicians and 
midwives, 

* Demographics suggest that older and chronically ill 
patients, and growing complexities of care, will require 
more nurses. The shortage was estimated it 200,000 RNs in 
1990, and a recent American Hospital Association survey 
showed hospitals with an average 12,6 percent vacancy rate, 
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* Minorities suffer disproportionately from many health 
problems, and nurses, especially nurses from minority 
communities, will be essential to turning that situation 
around. Entering baccalaureate students are about 17 percent 
minority, according to a recent AACN survey, but federal 
support is needed to ensure that those students graduate and 
enter practice where minorities are underrepresented. 

* With other professions open to females who have been the 
traditional nursing students, federal financial assistance 
is critical for making schools able to offer faculty- 
intensive nursing education, and to making nursing education 
a viable choice when students compare nursing with careers 
which may be more lucrative. This is particularly true for 
older, often part-time students with family responsibilities 
and ^obs who seek advanced preparation to become nurse 
practitioners, midwives, clinicians, managers and faculty. 

While the NEA probably isn't solely responsible for all of the 
positive developments, it certainly has helped and it is a 
program of which this subcommittee can be proud. At a time of cut 
backs in state and local support for nursing education, federal 
program and student financiil support becomes even more essential 
to meeting central public biialth objectives. AACN upports the 
reauthorization of the NEA with only minor, "fine tuning" type 
changes. 
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The HEA*s role at George Hasou Dniversityis school of Nursi^c; 

My school of nursing has 480 undergraduate and 220 graduate 
nursing students, our student body is 19 percent minority. We 
have an NEA nurse practitioner project with George Washington 
University ftjcussing on adult and gerontological education with 
cm emphasis on both serving underserved populations and 
recruiting irom underrepresented groups. We are awaiting a 
decision on a specia} project application for a fast track LPN to 
BSN program. We know the market is there for this kind of 
education, but we would not be able to undertake it without 
federal support, once the program is working, we can mainstream 
it. Facilitating the implementation of new programs is one of the 
most important functions of the NEA. on behalf of my students and 
school, and others all over the country, I want to thank the 
subcommittee for making the NEA a driving force for innovation 
and access in nursing education. The following are AAf.N's 
comments on specific NEA sections. 

Advanced Nurse Education, Nurse Practitioner/Hidwif e/Anesthetist, 
Disadvantaged Special Projects [8eo.827], Loan Repayment 
[Bec.836] 

AACN supports the existing flexible, yet focussed, language of 
these important NEA provisions. Advanced nurse education is 
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central to training specialized nurses to meet vital primary 
care, teaching, research and management needs of the public 
health system. Without advanced education, faculty would not be 
there to educate future nurses, nurse practitioners and nurse 
midwives would not be there to meet primary care needs, nurse 
researchers would not be there to measure cost effectiveness and 
outcomes to improve quality of care, and nurse administrators 
would not be there to ensure efficient management of nursing 
services. Disadvantaged Special Projects makes nursing education 
programs more accessible to disadvantaged and minority students. 

Special Projects [Sec. 820] 

To encourage innovative approaches to education. Special Projects 
offers multiple bases for awards in rural health, geriatric and 
long term care, skill upgrades and continuing education, 
community and institutional demonstration projects, and matching 
students with institutions willing to repay their loans. The 
institutional match provision should be deleted b&cause employers 
can do this without federal aid. Limiting rural education 
projects to expensive satellite based systems is unnecessarily 
restrictive and prevents other, more cost effective approaches. 
AACN suggests deleting the phrase "through telecommunications via 
satellite" from Sec. 820(a)(3). And, while Sec. 820*s 
designation of set asides for funds appropriated may accurately 
reflect the concerns of the Congress at the time of 
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authorization/ they reduce the flexibility of the Division of 
Nursing to focus awards on public health and education priorities 
years later at the time the funds are actually spent. We urge 
deletion of the fixed percentage set asides from Special 
Projects. 

Profesoioual Nurse Traineeshipa [Sec. 830] 

Professional Nurse Traineesbipe support individuals aspiring to 
become the advanced practitioners and faculty so much in demand. 
This is extremely important for students who often are older with 
family responsibilities and who may be working. The assistance is 
now limited to "turses . but several schools of nursing offer 
students from other professions the opportunity to obtain 
advanced nursing education. To open this program up to bring 
these people in to nursing, PNTs should be available to anyone in 
an advancea nurse education program. The post baccalaureate 
faculty fellowships [ ec. 830(b)] have not been popular with 
schouls or students. The subsection should be either revised or 
deleted. The timing of the awards was a major problem, and the 
program was not funded in FY 91. 

Scholarships for the Undergraduate Education of Professional 
Nurses [Sec. 843] 

The new 8UEPN program has been successful even though its 
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appropriations typically have been only about ten percent of its 
authorization. AACN would like to see this program become fully 
campus managed (like the Nursing Student Loan Program) with the 
school of nursing institution being responsible for applying for 
the funds, selecting recipients, making awards, and keeping track 
of the two year per year of support service requirement, and 
managing defaults. Also, we would like to see SUEPN eligibility 
clarified to ensure that students with non-nursing degrees and 
Associate Degrees are eligible if they meet the financial need 
and d J. "5 advantaged standards. Lastly, this is a tuition and fees 
only ".^scholarship" which has a two year service payback for each 
year of federal support. Other programs with more generous 
support (National Health Service Corps) have only a year for year 
■^eirvice payback, which AACN believes would make SUEPN more 
attractive to, and fairer for, nursing students. 

Employer Loan Repayment [Sec. 84 7] 

With all good intentions, this section sought to connect studonts 
with employers who would be willing to repay loans in return lor 
service at the institution. AACN suggests that it be deleted 
because it has been used by only one student since 1988. Savvy 
employers already provide tuition reimbursement for employees. A 
recent American Hospital Association survey found that hospitals 
offered reimbursement for full time employees for tuition (82.6%) 
and for continuing education (94.2%), and that part time 
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employees were offered support for tuition by 65.9% of hospitals 
and continuing education by 88.8%. r i9B9 Report of Hospital 
Nursing Personnel Survey ^ AHA, 1990.] The problems with Sec. 847 
include the fact that employers do not want to agree to repay the 
loan of a student they do not know and who may not complete the 
nursing program, and that employers have to bear the cost of 
interest on the student's loan. 

Other suggestions 

While AACN does not want riuthorizat i on [or appropriations] for 
other NEA programs reduced to provide funding for the following, 
there is a great need for increasing the capability of the 
Division of Nursing to offer technical assistance [now comes out 
of program funds], to collect data [Sec. 708 funds are scarce], 
and to conduct educational research [v^e need to know what 
teaching techniques are most effective for various types of 
students]. In many cases, the beneficiaries of such additional 
support would be students and institutions with special needs. In 
addition: 

* Evaluations of NEA programs should focus on cost 
effectiveness and where NEA supported students work after 
graduation; 

* Nursing Student Loan Program monies should remain with the 
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participating school until either recommitted or the school 
drops out of the program. Now, after two years, the funds 
must be returned to DHHS. [Default rates in NSLP (2.30 
percent as of June 1990) are among the lowest of any federal 
loan program. ] 

* NEA program grant cycles and grant reviews should not be 
changed without at least 6 months advance notice to avoid 
disrupting applicant institutional procedures. 

* The Division of Nursing should be designated a statutory 
agency within DHHS to ensure its integrity of mission. 

* The Advisory Council on Nurses Education should be renamed 
the Advisory Council on Nursing Education. 

* Nursing schools should be included among the institutions 
eligible to be prime contractors for Geriatric Education 
Centers (Sec. 789). Nursing education and the profession 
focUvSes strongly on geriatric and gerontological concerns. 

Authorization Funding LovaXo 

The attached chart suggests that there is a strong relationship 
between NEA funding and nursing enrollments. As funds have gone 
up or down, enrollments eventually follow. This suggests that 
stability in funding and programs is extremely important to the 
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continued succesB of the NEA in meeting the public health need 
for nursing professionals at all levels of care and service* 
Thus, if the Administration's practice of zero funding the NEA 
[except for disadvantaged students] were to be endorsed by 
legislation, precipitous declines in enrollment could be 
expected, 

AACN supports a ten percent increase in NEA authorization levels 
rising to yi32 million for Fiscal Year 1994. We realize that 
rarely have NEA appropriations approached anywhere near the 
authorized amount, but the need is there to justify funding 
increases. We would not want to limit funding opportunities in 
the event that more money becomes available for NEA programs in 
future fiscal years. Current funding has forced some schools to 
spread federal assistance thinly across many students rather than 
provide adequate help to a few because the need is so great In 
addition, we favor the continued line by line authorization with 
fixed sums as opposed to lump sum authorization or "such sums," 

Conclusion 

AACN appreciates being given the opportunity to present to the 
subcommittee our thoughts on, and support for, the 
reauthorization of the Nurse Eaucation Act, We would be happy to 
answer your questions. 

Attachment NEA530.BH6 ^/ 2 4/91 



11 




ERIC 



ATTACHMENT TO AACN TESTIMONY ON NURSE EOUCATION - NEA REAUTHORIZATION, MAY 30, 1991 
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Mr. Bruce. The next witness is Deborah Bash, Director of the 
Georgetown University Graduate Program in Nurse Midwifery. 

STATEMENT OF DEBORAH M. BASH 

Ms. Bash. Mr. Chairman, my name is Deborah Bash, CNM, 
Ed.D.— candidate, and I am a certified nurse midwife and the direc- 
tor of the Georgetown University Graduate Program in nurse mid- 
wifery. 

It is a T leasure to be here today to speak in support of adequate 
funding md reauthorization on behalf of the needs of childbearing 
women in this country, and as a representative of the American 
College of Nurse Mid wives. 

The American College of Nurse Midwives is the professional or- 
ganization for over 4,000 Certified Nurse Midwives [CNM's] in the 
United States. Nurse midwives are especially proud of their records 
in caring for pregnant teens in inner cities, mothers in under- 
served rural areas of the country, Hispanic women in border 
States, Native Americans on reservations, and minorities seeking 
care in public clinics. 

Nurse midwifery is increasingly viewed as a powerful tool in the 
effective cost containment and delivery of health care for at risk 
populations. We all know it is more effective to spend $600 for com- 
rehensive prenatal care for a pregnant woman than to spend 
1,000 a day for neonatal intensive care for a low birth-weight 
baby. Prevention is the most economical plan for our government. 

Nurse Midwifery Educational Programs. We must educate nurses 
today to become nurse midwives of tomorrow. Presently, 30 of 
America's outstanding colleges and universities educate over 300 
nurse midwives annually. A small number when the needs are so 
great. 

Our education programs consist of three types: certified pro- 
grams, masters programs and doctorate programs and, unlike 
many other nursing advanced education programs, operate in a va- 
riety of settings. 

In order to reach a goal of 2,000 new certified nurse midwives by 
the year 2000, creative educational planning and subsidized pro- 
gramming is a priority. 

A new concept in nurse midwifery education is based out of 
southeastern Kentucky at the Frontier School of Midwifery and 
Faii^ily Nursing. The new program, called the Community Based 
Nurs9 Midwifery Education Program [CNEP], has received approxi- 
mately 4,000 inquiries from nurses around the country since it was 
announced in 1989. Yes, 4,000. This program is designed to offer 
greater flexibility in graduate education for self-directed adult 
learners who prefer independent study or who are unable to relo- 
cate to existing nurse midwifery settings. 

Another creative means for enrolling large numbers of nurses in 
nurse midwifery education is to tap the many hundreds of foreign 
nurses that come to our country, certified as midwives in their 
country of origin. Presently we have only two foreign refresher pro- 
grams, one in Kentucky and one in New York. These programs are 
expensive. The one at the State University of New York Health 
Science Center at Brooklyn has seven students enrolled this year 
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during its 4 month refresher course. Costs for educating one stu- 
dent is between $19,000 and $21,000, while the cost to the program 
is $194,000 to run this program. In addition, this tuition is highly 
subsidized by New York State. 

Another unique program links Georgetown Univprsity^s School of 
Nursing with the U.S. Air Force program to educate nurse mid- 
wives. Six U.S. Air Force nurses are accepted as students annually 
and receive their theoretical course work at Georgeto\yn University 
and their clinical experience at Malcomb Grow Hospital, Andrews 
Air Force Base. 

Nurse midwifery education is faculty-intensive and expensive. 

Students who represent the pool from which nurse midwifery 
students are selected are nurses and must have a nursing degree at 
a baccalaureate level prior to starting nurse midwifery education. 
This means that many students are in debt from their undergradu- 
ate student loans for $20,000 or more before admission to nurse 
midwifery school. These students will need an additional $18,000 to 
$43,000 to complete their midwifery education. Prospective stu- 
dents often shy away from these financial obligations when learn- 
ing that the average midwife's salary was only $36,000 in 1988. 

At Georgetown University it costs a full time student nurse mid- 
wife approximately $22,000 for tuition and books, not including 
room and board for 16 months. Students in the full time program 
cannot work and so they are without income during this period. 

According to the latest report from Secretary of Health and 
Human Services Louis Sullivan, the Nation still has a long way to 
go to catch up to the rest of the world with regard to reducing 
infant mortality. Well educated and well prepared nurse midwives 
can help our Nation meet these needs. 

For these reasons. Federal support of nurso midwifery education- 
al programs is vital to the continuation of these programs. 

Federal funds to the programs indirectly decrease the tuition 
costs while the federally sponsored traineeships to students help 
offset other costs. The Federal funds that you can reauthorize pro- 
vide incentives to students to enter these nursing programs, espe- 
cially helping to finance minority students in need of educational 
stipends. 

One of the maternal and infant health objectives set by ^'Healthy 
People 2000'' is to: 'Increase to at least 90 percent the proportion 
of all pregnant women who receive prenatal care in the first tri- 
mester of pregnancy.*' This objective can be accomplished with Cer- 
tified Nurse Midwives since early high-quality prenatal care is crit- 
ical to improving pregnancy outcomes and reducing neonatal mor- 
tality. 

Present Needs. At this time we are requesting reauthorization 
levels of 12 percent for each year of the reauthorization. Presently, 
only nine nurse midwifery programs are being funded. The addi- 
tional funding requested is only enough to fund four to six addi- 
tional new nurse midwifery/nurse practitioner programs. 

Let me take this opportunity to thank you for hearing my testi- 
mony today. On behalf of the American College of Nurse Midwives 
and the student nurse midwives, I want to thank you for vour at- 
tention to their educational needs and the ultimate health care 
needs of the mothers and infants throughout our country. 
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Mr. Bruce. Thank you, Ms. Bash. 

[The prepared statement of Ms. Bash follows:] 

Prepared Statement of Dkborah M. Bash, on Behalf of American College of 

NURSE-MlDWIVES 

Mr. Chairman, my name is Deborah M. Bash, CNM, Ed.D. (cand.). I am the Direc- 
tor of the Georgetown University Graduate Program in Nurse-midwifery at the 
Georgetown University School of Nursing in Washington, D.C. 1 am pleased to 
report to the subcommittee on Education on behalf of the American College of 
Nurse-Midwives [ACNM]. 

It is a pleasure to speak in support of adeauate funding for the Nurse Eklucation 
Amendments of Title VlII of the Public Health Service Act. 

A certified nurse-midwife [CNM] is a registered nurse with advanced education in 
midwifery who cares for women throughout the life cycle. This care involves the 
provision of care for women and their newborns not onlv during pregnancy, child- 
birth, and the postpartum/neonatal period, but also includes family planning and 
gynecological services. Certified nurse-mid wives work interdependently with physi- 
cians with whom they consult and to whom they refer patients who develop compli- 
cations requiring physician care. 

There are approximately 4,000 certified nurse-midwives in the United States. 
Much of the care of certified nurse-midwives has always been directed at the needs 
of those women with special problems in accessing childbearing and other health 
services. Nurse-midwives are especially proud of their records in caring for pregnant 
women who are at risk for developing health problems because of various social and 
economic considerations. Pregnant teens in inner cities, young mothers in under- 
served rural areas of the country, Hispanic women in border states, Native Ameri- 
cans on reservations, and minorities seeking care in public clinics are all clients 
served by nurse-midwives in daily practice. 

The American College of Nurse-Midwives [ACNM] is the professional organization 
for Certified Nurse-Midwives [CNMs] in the United States. The ACNM autono- 
mous from other professional organizations and speaks for its membership on all 
issues affecting the practice, education, legislation, economics of nurse-midwifery, 
and the clients we serve. 

Nurse-Midwifery Educational Programs 

Presently, thirty (30) of American's outstanding Colleges and Universities offer 
the theoretical and clinical course work in midwifery that leads to certification as a 
nurse-midwife (listing attached). All of these educational programs have been vigor- 
ously assessed prior to accreditation by, the ACNM, which is recognized by the U.S. 
Department of Education. Our education programs comprise three types: certificate 
programs, masters programs and doctorate programs, and unlike many other ad- 
vanced nursing education programs, operate in a variety of settings. The thirty 
nurse-midwifery educational programs educate over 300 nurse-midwives each year. 

A new concept in nurse-midwifery education, and one that is trying to increase 
the numbers of nurses educated to becoiiie nurRe-mid wives, is now being offered. 
Based out of south eastern Kentucky, at the Frontier Schco! of Midwifery and 
Family Nursing, the new program called the Community Based Nurse-Midwifery 
Education Program [CNEPj has received hundreds of requests from prospective stu- 
dentjg all over the country. This program is designed to offer greater flexibility in 
graduate education for self-directed adult learners who prefer independent study or 
who are unable to relocate to existing nurse-midwifery settings. The program is self- 
paced and takes a student between 18 months and two years to complete. Students 
are oriented at Hyden, Kentucky and return there several times during tiie pro- 
gram for intensive seminars. Upon completion of this program, courses taken may 
Be credited toward the Master of Science in Nursing offered by the BVances Payne 
Bolton School of Nursing at Case Western Reserve University. 

The reasons that each program can only educate and prepare approximately 10 
students a year are complex. Most importantly, the education is faculty-intensive, 
often times demanding a ratio of one faculty member for each student (for example, 
when faculty are supervising students caring for women in labor and while assisting 
with the birth). 

The students who represent the pool from which nurse-midwifery students are se- 
lected are nurses. Most schools require that ihv student entering a CNM program 
complete her/his nursing degree at a baccalaureate level prior to starting nurse- 
midwifery education. This means that many students already possess student loans 
for $20,000 or more before admission to nurse-midwifery school. These students will 
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than need an additional $18,000 to $43,000 for tuition, to complete their midwifery 
education. Prospective students often shy away from these financial obligations 
when learning that the average midwife's salary was only $36,000 in 1988. In addi- 
tion, recent data from the American Nurses* Association indicates that staff nurses 
earn between $20,000 to $26,000 a year. The pool, tiien, does not consist of individ- 
uals who can easily pav the high costs associated with nurse-midwifery education. 
Compounding this problem, part-time education in nurse-midwifery is almost impos- 
sible because of the rigorous demands placed on students to be on -call for births-- 
whenever they occur. 

At Georgetown University it costs a full time student nurse-midwife approximate- 
ly $22,000 for tuition and book^. This does not include room and board for sixteen 
months. Students in the full time program cannot work and so they are without 
income during this period. In addition when they graduate, beginning salaries for 
nurse-midwives in this area are currently in the range of $38,000. Yet these stu- 
dents are the oviders that are interested in going into inner cities and rural dis- 
tricts to imprc/e the welfare of mothers and babies in this country. According to the 
latest report from Secretary Louis Sullivan, the nation still has along way to go to 
catch up to the rest of the world with regard to reducing infant mortality. Well edu- 
cated and well prepared nurse-midwives can help our nation mt^t these needs. 

For these reasons, federal support of nurse-midwifery educational programs is 
vital to the contmuation of these programs, even though the President's 1992 budget 
request eliminates all funds for the education of nurses, including nurse-midwives. 
Thus we appreciate this opportunity to address this issue to you today and to urge 
Congress to reauthorize funds for these programs. 

Today, there is yet another new trend that is further complicating the process of 
educating nurses to become certified nurse-midwives— less women are selecting 
nursing as a career. Nursing shortage rates average almost 9 percent despite hospi- 
tal efforts to increase nursing service. The nurse-midwifery programs are beginning 
to feel the shortage of nurses qualified to meet the stringent standards of the nurse- 
midwifery educational programs. Federal funds to the programs indirectly decrease 
the tuition costs while the federally sponsored traineeships to students help to offset 
costs in yet another way. These funds provide incentives to students to enter these 
nursing programs, especially helping to finance minority students in need of educa- 
tion stipends. 

Directors of all thirty educational programs are also seeking additional sources of 
funding— from state governments, from private foundations and from Acuity gener- 
ating service dollars. This later practice is dependent on the state laws under which 
a CNM is licensed, as well as the CNM's ability to gain aospital privileges—- barriers 
to practice which still restrict nurse-midwifery in some areas of the country. In fact, 
the availability of this option for nurse-midwiferv faculty is much more limited than 
fov faculty at medical schools. Faculty are further limited since they provide care 
for underserved patients and this type of health care service cannot subsidize the 
educational programs. 

Return on Investment 

The federal funds that have l>een spent over the p«st ten years on nurse-midwife- 
ry education have been repaid many times over by CNM's services to the poor and 
underserved in the United States. 

Today, narse-midwifery practices exist in all 50 states, and in many developing 
countries around the world. Certified nurse-midwives can be found in hospital set- 
tings, in clinics, and in privately owned birthing centers. Fortunately the tradition 
of providing care to the poor continues. This is especially important in light of infor- 
mation which indicates that obstetricians are caring for smaller numbers of Medic- 
aid clients. 

A Safe Cost Effective Alternative 

Over the years nurse-midwives have maintained a superb record of safety and 
client satisfaction. Nurse-midwifery is also a highly cost-effective approach to health 
care delivery. Hospital stays tend to be shorter and care regimens less technological- 
ly complex when not medically necessary with nurse-midwife assisted deliveries. 

A Sif^nificant Contribution To Healthier Births 

One of the maternal and infant health objectives set by Healthy People ?M0 is to: 
"Increase to at least 90 i>ercent the proportion of all pregnant women who receive 
prenatal care in the first trimester of pregnancy". This objective is imperative since 
early, high-quality prenatal care is critical tc^ improving pregr mcy outcomes and 
reducing neonatal mortality. 
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A number of studies have shown that care by nurse-midwives increases utilization 
of prenatal care facilities, and that such care lowers the risk of low birthweight, 
prematurity and neonatal death. Recent reports by the National Academy of Sci- 
ence's Institute of Medicine, the Southern Governors* Association Task Force on 
Mant Mortality and the Children's Defense Fund highlight nurse-midwives' out- 
standing contribution to preventing low birthweight. 

Another objective stated by Healthy People 2000, 'increase to at least 60 percent 
the proportion of primary care providers who provide ago-eppropriate preconception 
care and counseling" also can be achieved by using nurse-niidwives as providers. 
Certifiod nurse^midwives endure that their patients are healthy prior to pregnancy, 
there by reducing the risk of problem pregnancy and poor outcome. We care for all 
women regardless of income, social status, or ethnic background. 

Present Needs 

A. Funding Needs, At this time we are requesting reauthorization level of 12 per- 
cent for each year (current level $21 million) to meet the educational needs of nurse- 
midwives/nurse practitioner programs. Presently, only nine nurse-midwifery pro- 
grams are being funded. The additional funding requested is only enough to fund 4 
to 6 additional new nurse-midwiferv/nurse practitioner programs each year. These 
funds will help afford student scholarships as well as provide educational supplies, 
equipment and help pay for faculty salaries. 

The progi'am at Georgetown University graduates 15 students annually. 

B. New Program initiatives. A study completed by the Bureau of Health Profes- 
sions shows that there are approximately 5,000 foreign trained nurse-mid wives 
living in this country. 

Currently there are only two precertification programs preparing foreign trained 
nurse-midwives to qualify them to ''sit" for the National Certification Exam. These 
programs consist of a 6 to 8 month course in theory and clinical practice. Tuition 
costs at the State University of New York are currently $1,800. At the Frontier 
School of Midwifery, complete program costs, including room and board, are $8,000. 

Creating new precertification programs is an excellent way to expedite the supply 
of nurse-midwives. However, federal funding is needed to accomplish this ^oal. 

Summary 

The American College of Nurse-midwives urges Congress to appropriate funding 
levels adequate for the educating of sufficient numbers of nurse-midwives. 

Certified nurse-midwives have a rich tradition of providing access to care for the 
poor and other underserved populations. This service more than compensates for 
the federal funding which has supported the educational programs in the past. 

Continued growth of nurse-midwifery in the United States will help address two 
serious national health problems— the persistently high rate of low birthweight and 
premature births, and the rising cost of health care. 

Mr. Bruce. Now we will hear from Jan Towers, Director of Gov- 
ernment Affairs for the American Academy of Nurse Practitioners. 

STATEMENT OF JAN TOWERS 

Ms. Towers. The American Academy of Nurse Practitioners pre- 
sents this testimony regarding the need for continued and in- 
creased authorization of Federal funding for nurse practitioner 
ed^'cational programs for fiscal years 1992, 1993 and 1994. 

It is common knowledge that medical care costs in this country 
continue to rise anH that the shortage of primary care providers 
continues to be act ii. I s also clear that the need for primary 
care providers willing to care for mothers, children and the elderly 
regardless of socioeconomic status is and will continue to increase 
into the next century. Based on that information alone, the need to 
continue to authorize additional funds for nurse pr ctitioner educa- 
tion is apparent. The problems described above are not going to be 
resolved until there are sufficient numbers of primary care provid- 
ers who can provide quality, cost-effective care to people of all 
walks of life. Nurse practitioners are those providers. 
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Little needs to be said about the quality of care provided by 
nurse practitioners. That quality has been well documented in nu- 
merous studies over the years. Likewise, the issue of cost effective- 
ness has been documented time and again in the areas of prepara- 
tion, charges for services and reduction in hospital days. It has 
been estimated that if nurse practitioners were properly utilized, a 
yearly cost savings of $1 billion per year could be recognized. It 
would seem, therefore, to be in the Federal Government's best in- 
terest to maximize its investment in the preparation of these pri- 
mary care providers. 

There are four positions currently available to every nurse prac- 
titioner upon graduation. That figure would translate to approxi- 
mately 6,400 unfilled positions at the current time. Given the pre- 
viously stated need projections, this %ure can do nothing but in- 
crease. 

Nurse practitioner programs are funded through student tuition, 
institutional support, some State governments and the funding re- 
ceived from the Federal Governmeiit. There is no other known 
means of support, for such programs a', this time. CJurrently, only 
71 nurse practitioner programs are able to be funded by the Feder- 
al Government at a mean rate of $130,000 per program under the 
amounts appropriated by Congress m the current fiscal year. Costs 
for running programs this year have increased 12 percent over 
those reported for the previous year. 

Presently, there are 15 nmm practitioner and nurse midwife pro- 
grams reported Ui be ;?;pproved but not funded under the 1991 ap- 
propriation. This number is projected to rise as the number of ap- 
plicants increases during the current year. 

Given these figures, it would take approximately $8 million at 
Ufdd'fs costs to prepare nurse practitioners to fill the currently 
needed 6,400 positions identified above. It will take between $1.9 
milUon and $3.1 million depending on the ratio of nurse practition- 
riY to nurse midwife program applicants to fund the current 15 ap- 
proved but unfunded programs using 1990 funding figures. 

If indeed program costs continue to increase by 12 percent, and 
we have no indication that they will not, these amounts will range 
from $2.1 million \o $3.u million. This projection already exceeds 
the current authorization of $21 million for fiscal year 1991 and 
does not take into account the increased need for nurse practition- 
ers as primary care providers in the next 3 years. 

Based on these figures and the recognized need for more nurse 
practitioners in the near future, it is our recommendation that the 
authorized amounts for funding of nurse practitioner and nurse 
midwife programs be no less than 12 percent over the current level 
of authorization of $23.5 million for fiscal year 1992, $26.4 million 
for fiscal year 1993 and $29.5 million for fiscal year 1994. Given the 
magnitude of need, this is clearly a modest i?icrease. 

As wt' have stated before, nurse practitioners and nurse mid- 
wives are particularly well prepared to meet the growing health 
care ne€<ls of this country The majority f their practices consist of 
those people projected to be most in need of access to primary 
health care services: the elderly, mothers and children and the 
poor. 
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In a national survey conducted by the American Academy of 
Nurse Practitioners, over 50 percent of patients seen by family, pe- 
diatric and women's health nurse practitioners had annual incomes 
of less than $15,000 per year Gerontologic nurse practitioners re- 
ported that 81 percent of the patients they saw were also in that 
income bracket. Likewise, over 75 percent of adult and family 
nurse practitioners, 97 percent of gerontologic nurse practitioners 
and 70 percent of women's health nurse practitioners provide pri- 
mary care services to people over the age of 65. 

The educational preparation of these practitioners emphasizes 
the provision of care to patients who have limited resources, finan- 
cial and otherwise. It seems logical, then, in light of the increased 
need to provide primary care to the medically indigent and to a 
growing number of elderly and children in this country, that such 
an authorization would be a wise investment and should indeed be 
even larger than the amount suggested. 

Likewise, if any attempt is to made to deal with primary care 
provider shortages and the spiraling medical care costs in this 
country, increased investment in cost effective primary care provid- 
ers such as nurse practitioners and nurse midwives who are inter- 
ested in prevention as well as cure, needs to become a priority. 

We wish to thank the men ^ers of the Energy and Commerce 
Committee for its efforts in behalf of nurse practitioners and the 
people they serve. We know you recognize the value of our services 
and the needs of the people we serve. We understand the difficult 
task you have before you in light of the current need for fiscal con- 
straint. We can be part of the solution to current problems regard- 
ing access and spiraling costs. 

If there is anything we can do to provide further information or 
assistance regarding this issue, please call on us. 

Mr. Bruce. Thank you, Ms. Towers. 

Now we will hear from Lorraine Jordan, director of government 
affairs at the American Academy of Nurse Practitioners. 

STATEMENT OF LORRAINE JORDAN 

Ms. Jordan. I would like to say thank you for allowing me to ad- 
dress you and, second, thank you very much for sponsoring 
CRNA's schedule in OBRA 1990. 

Mr. Chairman and members of the committee, my name is Lor- 
raine Jordan. I am a certified registered nurse anesthetist [CRNA] 
and the director of education and research for the American Asso 
ciation of Nurse Anesthetists [AANA] appearing on behalf of our 
members, which consists of more than 24,000 CRNA's nationwide. 

Our concern is definitely related to access to health care in this 
country. 

We p:^.rticip^te in all type of practice settings, hospital, clinical, 
outpatiept. Cy^homology clinics. We participate in all types ot sur 
gical C4.vie«~open heart, cataract surgery, transplantation— so we 
have an opportunity to participate in any type of surgical case that 
is occuru;»g within the patient setting that we see today. 

The vast majority of anesthesia providers that served in Desert 
Storm werft CKNA's. This added to a definite increased need of 
CENA's across thii:^ country and a demand for nurse anesthetists. 
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This was seen heavily in the State of Kentucky. Due to the short- 
age that they exoerienced by deploying CRN As from the State of 
Kentucky they have contacted me as of last week— the University 
of Kentucky—to ask me to help them set up and design a nursing 
anesthesia program. 

I am here to request continuing authorization for nursmg anes- 
thesia programs at the following levels: $6 million in 1992, $8.7 mil- 
lion in 1993, and $11 million in 1994. I would like to ask that those 
levels be used for the following purposes: traineeships for nurse an- 
esthetists, faculty development funding and funding to start and 
expand nursing anesthesia programs in the country. 

As I stated before, our concern is access to health care in this 
country. In a congressionally mandated manpower study conducted 
in 1988 done by CHER, which is the Center for Health E conomics 
Research, they indicated in 1990 we needed over 6,000 more 
CRNA's in this country. By the year 2000 we will need over 30,000 
CRNA's to meet this demand they have projected. We will need to 
graduate 1,800 students per year. Currently, we are graduating 
650. 

I would like to also mention that within this study this also in- 
cluded anesthesiologists still graduating from residency, an in- 
crease in number of residents. 

The quality of our program is net increase in applicants. Our 
problems revolve around increased need and expansion of pro- 
gianiD. To start a nursing anesthesia program, it costs about 
$300,000. We estimate we need about 15 nurse anesthesia programs 
to ..icst the need. This time we were funded at $4^0,000 We hope— 
the : ppli cation date for that particular grant the end of this 
month, so we don't know how many applicants have. I can tell 
you in my office alone I have had over 20 inquiries. 

There has been $150,000 designated to start thrift u^r ^ng anes- 
thesia programs. I personally know of eight applict iU Ki t will 
be going into division of nursing for this funding. 

We are also asking for funding for traineeships for ntw. nxis i^. ^ 
students put in over HQ hours a week. Therefore, : ^ is d^^TicuJl ^ . 
imposbible for a student to continue to work. In our profev^riis we 
require over 800 hours of anesthesia, over 450 cases, ana \e pro- 
grams last a minimum of 24 montbt^. 

We are also asking for money to be spent for faculty d ^elop- 
ment. In our programs we have 84 programs currently oi w/ ich ^ 
of our program directors possess a doctoral degree. 

I want to thank you for your past support. In 1990 you avuiior- 
ized $1.8 million and we were appropriated $1.43 million. We nave 
been able to serve 33 faculty with the funding and 62i' s;tu : ats 
with that funding, and we don't know how many nurse anebt sia 
programs we will stiirt, but I am sure we will start three. Our ip- 
port— from a Federal level, we appreciate anything vou can dr 

Our Association has designated one-quarter or 25 percent oi )ur 
budget to educa ^on. That has increased dramatically in .he iast 
year. We also formed a National Commission on Nursing Anesthe- 
sia Education, developed goals and strategies and are implement- 
ing and funding those through our Association. We have asked 
State associations to take an active role in relationship to helpi :ig 
fund startup costs, 
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I want to thank you for your time, effort, energy and funding 
support in the past. I will be happy to address any questions you 
may have. 

[Testimony resumes on p. 195.] 

[The prepared statement of Ms. Jordan follows:] 
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TESTIMONY 
of the 

AMERICAN ASSOCIATION OF NURSE ANESTHETISTS 

Mr. Chairman and Members of the Committee, my name is Lorraine Jordan. I am 
a certified registered nurse anesthetist (CRNA) and the Director of Education and 
Research for the American Association of Nurse Anesthetists {AANA}. On behalf 
of our membership which consists of more than 24,000 CRNAs nationwide, I 
appreciate the opportunity to provide this testimony in support of a three year 
reauthorization of the Nurse Education Act (NEA). Specifically, the AANA 
requests that nurse anesthesia educational programs be continued and authorized 
at $6 million in Fiscal Year 1992. $8.7 million in Fiscal Year 1993, and $11 million 
in Fiscal Year 1994 for the following purposes: 

* Nurse anesthesia traineeships 

* Educational development for faculty 

* Expansion and creation of new nurse anesthesia 
programs 

Mr. Chairman, we are all deeply concerned about the well documented and critical 
shortage of nurses in this country and its devastating effect on access to health 
care for millions of Americans. We commend this Subcommittee for its ongoing 
suppo''t of the nursing profession and for your current efforts to ensure that there 
are sufficient opportunities and incentives foi individuals to pursue the profession, 
both on an undergraduate and graduate level. 

We believe that the goal of resolving the nursing shortage is achievable, but it will 
require a cooperative approach between private and governmental (both federal 
and state) sectors. Nursing must offer sufficient rewards as a career to attract 
bright young people who are capable of meeting society's hoalth care needs with 
a combination of "high touch" and "high tech" skills. We btlieve that the practice 
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of nurse anesthesia offers today's youth an excellent opportunity for professional 
fulfillment. 



Certified registered nurse anesthetists have administered anesthesia for over a 
century. Currently CRNAs provide quality anesthesia care to more than 65 
percent of all patients undergoing surgical or other medical intervention which 
necessitate the services of an anesthetist, from the simplest to the most complex. 
CRNAs are the sole anesthesia providers in 85 percent of rural hospitals, affording 
these medical facilities obstetrical, surgical, and trauma stabilization capabilities. 

Data in a 1988 Center for Health Economics Research (CHER) study demonstrated 
that there is no difference in anesthesia outcomes based on whether the provider 
is a CRNA or an anesthesiologist. CRNAs work in a variety of practice settings - 
as hospital employees, as employees of physicians or physician groups, and as 
private contractors. CRNAs can be found in the U.S. Military, the Public Health 
Service, and Veterans Administration medical facilities. Most recently, the vast 
maiority of anesthesia providers mobilized for Desert Shield/Desert Storm were 
certified registered nurse anesthetists. 



The 100th Congress mandated a study to determine the extent of the nurse 
anesthetist shortage. In February of 1990, the Department of Health and Human 
Services (HHS) released a study conducted by Health Economics Research, Inc. 
(HER) documenting a critical shortage of nurse anesthetists. It is important to note 
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that the study factored in projected increases in the number of graduates from 
anesthesia residency programs in determining the future need for additional 
CRNAs. The study reported a shortage of 6,000 CRNAs for 1990, or a 13.6 
percent shortfall. It further reported the need for 30,000 CRNAs by the year 
2000, and over 35,000 CRNAs by the year 2010. To meet this need, the 
educational system for nurse anesthetists will have to graduate 1,800 students 
yearly between now and the year 2000, and 1,500 graduates per year thereafter. 
The loss of nurse anesthesia educational programs since 1984, however, has 
resulted in a decrease in the number of graduates from approximately 1,100 to 
650 nurse anesthesia graduates in 1990. The decrease in graduates is not, 
however, related to a decreased pool of applicants. Data indicates that there are 
three qualified applicants for every one available student vacancy in a nurse 
anesthesia program. 

The HHS report cites three primary reasons for the CRNA shortage: a decline in 
the number of educational programs, a lack of clinical training sites for students, 
and an increased demand for anesthesia services, 



The HHS study documents recent declines in the number of educational programs 
that prepare registered nurses to becomb anesthetists and the concomitant 
decrease in annual graduations of CRNAs. The leveling off in the number of 
CRNAs has been attriouted to two waves of educational program closures. The 
first wave of closures occurred during the latter part of the 1970s, when many of 
the smaller, hospital-based certificate programs closed as a result of the adoption 
of higher accreditation standards. Concurrently, the profession adopted a goal 
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supporting the premise that the education of nurse anest'.ietists s *oulo be 
conducted at the post-baccalaureate level. Additionally, closure of sonne nurse 
anesthesia programs in large community hospivcis occurred because of concerns 
about the cost of nurse anesthesia education in a Medicare Prospective Payment 
System environment. A second wave of closures has been largely attributed to 
the denial of clinical access to nurse anesthesia educational programs because of 
the increase of anesthesiology resident positions. 

LACK OF CLINICAL TRAINING RESOURCES 

The first year of most of the nurse anesthetist educational programs is typically 
devoted to classroom instruction; the second year is given to clinical practice. In 
fact, in order to graduate, nurse anesthesia students are required to provide a 
minmum of 800 hours of anesthesia through participation in at least 450 cases. 
An average student participates in 600 cases and administers over 1,000 hours of 
anesthesia. 

However, clinical training resources in some academic health centers have been 
shifted from nurse anesthesia educational programs to anesthesiology residency 
programs. The result has been an inability to access sufficient clinical training 
opportunities and the subsequent closure of a significant number of nurse 
anesthesia educational programs. Ironically, the very hospital settings closing 
nurse anesthesia programs are at the same time increasing their utilisation of nurse 
anesthetists. 

Additionally, while there are only about 250-300 more anesthesiologists per year 
being prepared than in the early 1970's, the expansion of the anesthesiology 
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medical residencies from three to four years has increased the utilization of 
training resources by 25 percent. In 1972, approximately 750 anesthesiologists 
were graduated from residency programs. The Center for Health Economics 
Research projects that the current number of anesthesiologists graduating from 
residency training will decline from the current 950-1000, to 800 by the early 
1990's. This number, when considered with the number of anesthesiologists who 
subspeclalize in areas of practice outside of the operating room setting, will not 
permit a significant increase to meet increasing anesthesia service demands. 



In addition to the shortage of nurse anesthesia programs and lack of clinical sites 
for nurse anesthesia students, the third principle cause of the CRNA shortage is an 
increase in demand for anesthesia services. The proliferation of ambulatory 
surgicenters and physician office surgical facilities had greatly increased the need 
for qualified anesthesia providers. While implementation of the Medicare 
Prospective Payment System was early associated with a decreased bed 
occupancy within hospitals, the surgical workload necessitating anesthesia 
services did not decline. In fact, we are seeing a constant increase in medical 
interventions needling anesthesia coverage. 

A easure of the shortage of CRNAs can be viewed from a variety of sources: 

• Job placement advertising in the AANA News Bulletin has jumped from 
an average of 25, to more than 300 monthly. 

* • The authorized levels in the three military services for both active duty 
and reserve CRNA forces total about 1,630; the current actual levels for 
active duty and reserve CRNAs total about 1,040. 



INCREASED NEED FOR ANESTHESIA SERVICES 




ERIC 



45-904 0 • 91-7 



190 

6 

CRN/ 3 ARE VALUABLE, COST-EFFECTIVE HEALTH PROVIDERS 

Anecdotal eviderxe indicates that the opportunity to enter our specialty area 
actually keeps some critical care nurses from leaving the nursing profession. For 
although our specialty c^3n be as stressful as critical care nursing, we only d^ai 
with one patient at a time. We have the opportunity to devote our complete 
attention to that patient while providing individualized anesthesia care. In many 
practice settings, CRNAs have a great deal of autonomy and receive salaries 
commensurate with their demanding practice conditions. 

The 1988 CHER utudy concluded that the increased use of CRNAs to deliver 
anesthesia could save the nation $1 billion annually by the year 2010. This is due 
in part to the fact that the average 1990 pretax income for a CRNA was $60,000; 
the average net income for an anesthesiologist in 1990 was $180,000. CRNAs 
afford the greatest opportunity for containing the cost of anesthesia care in this 
country in the future. In fact, the profession as a whole is committed to doing its 
share to hold down the cost of health care in this country. This is. in part, why 
Congress passed legislation making the CRNA the first nursing specialty eligible for 
direct reimbursement under Medicare. At that time, the AANA and its members 
agreed to a provision that mandates Medicare assignment by all CRNAs. In 
contrast, anesthesiologists can balance bill Medicare beneficiaries; o.ily 30 percent 
of the approximately 20,000 anesthesiologists in the United States are Medicare 
participating physicians. 
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NEED FOR NEW PROGRAMS 



It costs approxlmalely $300,000 to start and run a r ew nurse anesthesia program, 
and we estimate that 15 new programs are needed over the next three years to 
educate the necessary numbers of CRNAs. We are grateful for the fact that funds 
are, for the first time this year, available to assist in the costs associated with 
starting new programs. However, the $450,000 available will only provide 
assistance to three new programs, at an average of $150,000 per grant. 
Although the applicjition deadline for the new program grants extends until May 
31, 1991. the AANA office has already received 20 requests for information 
regarding the submission of a grant application. 

Our funding requests for nurse anesthesia Programs would allocate the monies 
based on the areas of greatest need: one hfjif of the amount authorized for each 
year would be used to expand and begin nurse anesthesia programs. The balance 
of the authorized amounts would be utilized for nurse anesthetist tralnccships and 
faculty development. 



Nurse anesthesia educationril programs are from 24 - 36 months in length, many 
of which Hre graduate programs in academic settings. Our applicants must either 
have a bachelor of science degree m nursing or other appropriate degree for 
admission. They must also have at least one year of professional nursing 
experienc*^ in an intensive caie setting; many have from two-four years of 
experience. 
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The average cost per year for a student to attend a nuise anesthesia program 
rangas from $13,000 to $1 9,000 at a state university, and $ 18.000 to $34,000 at 
a private institution. These figures do not include forgone income that the student 
would have dad as an experienced critical care nurse. 

In Fiscal Year 1930. although $1.8 million was authorized for nurse anesthesia 
programs under the NEA, only $1.43 million was appropriated. It allowed only 33 
individuals to receive faculty development funding. In addition, this allowed only 
622 nurse anesthesia students to receive traineeship funds; the amount each of 
these students received was less that 52,000. Because of limited dollars, only 
students in their second year of the nurse anesthesia educational program are 
eligible for these funds at this time. This, too. is a barrier for entry into the 
profession because of the expenses and heavy financial burden placed on nurse 
anesthesia students. AANA believes that more nurses would enter nurse 
anesthesia programs if sufficient funds were available to allow for assistance 
during the entire span of the educational program. 

NEED FOR FACULTY DEVELOPMENT 

Today, there are 84 nwsG anestfiesia educational programs in the country. 
Ideally, as contended by most professional and academic educational experts, all 
progran. directors should r:old a doctorate degree. To date, only 8 of our 84 
directors hold such a degree. 

On a related note, the faculty of any higher education program should hold, at a 
minimum, a Master's degree when reaching students enrolled in graduate 
programs leadjiuj to the \^aster's degree. Today, there are over 900 CRNAs 
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without Master's degrees who are serving as faculty in such programs. Many of 
these CRNAs need to pursue a Master's degrc^e, but it virtualiy impossible for them 
to do so under current time and financial constraints. We are trying to relieve this 
problem by preparing more of our nurse anesthetists at the graduate level. 
Approximately 70 percent of the graduate nurse anesthetists taking the 
certification examination have a Master's degree. However, it will be some time 
before these graduates will be sufficiently experienced to assumtj major 
responsibility in our educational programs. 

Completing a Master's degree in anesthesia or a related basic science field requires 
approximately two years of full time study. Completing a doctoral degree will take 
from three to five years of study, depending upon how much time can be taken for 
full time study. Graduate educational cost, including tuition, fees, and textbooks, 
can range from approximately $6,000-$ 10,000 per year in state universities, to 
close to $30,00G in private institutions. We are hopeful that sufficient funding will 
be available in the next three years to allow at least five percent of our current 
faculty to go back to school to obtain the necessary graduate education and 
credentials for our educational programs. 



We realize that our reauthorization level requests entail significant increases over 
the previous authorization levels for CRNAs. However, believe that in order for 
CRNAs to help you assure access to health earn for all Americans, we need to 
have access to continued financial support from both the private and governmental 
sectors. Rest assured that we are not lool<ing only to the federal government for 
help with the current CRNA shortage. We are more than willing to do our part on 
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the national level, as evidenced by the fact that our association dedicates over 25 
percent of our resources to education issues. Several of our state associations 
have also dennonstrated their connnnitment to education by funding the costs of the 
initial start-up for new progranns, as well as scholarships for nurse anesthesia 
study. In addition, the AANA is working closely with state and local governnnents, 
as well as the private sector, to raise funds to educate more nurse anesthetists. 

Mr. Chairman, thank you again for your past support for nurse anesthesia 
programs and for your consideration of our request. I will be happy to respond to 
any questions you may have at this time. 
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Mr. Bruce. I thank the panel for your testimony. 

Ms. Kozeliski, I was just curious. As a nurse in New Mexico, 
what are the practical problems you face in a nursing shortage in 
your hospital? What do you see on your floor? Are you practicing 
nursing now? 

Ms. KozEUSKi. I am Director of Education right now, I am on the 
Advisory Committee's floor. We have a program in the town and 
some of the funding NEA did is a site program in Gallup itself. We 
were talking about access delivery. It is also access to the system 
for education. A lot of it is monetarily impossible for some of the 
people in our area because of the lower socioeconomic status that 
the people have anyway. 

Mr. BiiuCE. Scholarships would fill the gap more than increased 
salaries for nurses who are trained but not practicing? 

Ms. Kozeliski That could be part of it. I don't know if that 
would be the total. I don't think that would be the help immediate- 
ly, no. 

Mr. Bruce. Ms. Carty, you indicate that you have a faculty short- 
age to where you turn down 2,300 applicants. Ms. Jordan indicated 
faculty development. What is your position on faculty develop- 
ment? How can we attract faculty into your colleges and institu- 
tions? 

Ms. Carty. Support for advanced nursing training is one way of 
doing that because through that program we can prepare people at 
the master's level who can serve as faculty in a variety of specialty 
areas and then hopefully those— some of those people who would 
go on for doctorates at a later date— but it is vital that we do have 
that support for advanced nurse training in order to prepare that 
very crucial need for faculty. We are experiencing shortages across 
all specialties in faculty, and I thiak the community may be aware 
that there is a drain of the American academy not only in nursing, 
but nursing is not exempt from that. So we have a great need in 
that area. 

Mr. Bruce. In your testimony you spoke favorably about special 
projects. Is there one or two in particular that you thought has 
been unusually successful, and do you see any other special 
projects we ought to be funding? 

Ms. Carty. There are a variety of special projects I think have 
been very successful in the country. 

I can speak to one that we had at George Mason that ran for 5 
years that really was focusing on ethical decisionmaking in the 
practice arena, and we were able to bring in nurses from a three 
State area and work with ethical decisionmaking around questions 
of allocation and scarce resources and how to deal with these types 
of problems as they come up. 

It was a very successful special project grant that resulted in a 
monograph, resulted in a newsletter which has been main- 
streamed. We continue. It is called ''Ethics Forum." Resulted in a 
videotape series on ethical theoretical development as applying to 
case studies. That is an example I am most familiar with. 

As a peer reviewer in Division of Nursing I can tell you I have 
reviewed many innovative kinds of programs through special 
projects. 

2 U 
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I can remember one in Montana that provided a bus that was a 
healthmobile type of arrangement where nurses from the Universi- 
ty of Montana were able to outreach into communities — under- 
served communities— to— there was an involvement of faculty and 
students in the actual delivery of services to an underserved popu- 
lation, and I think that was about a 5-year funded project. 

There are a number of nurse clinics that are funded through spe- 
cial projects. There are a number of programs that help career 
ladder nurses from LPN to ADN or LPN to BSN targeting minori- 
ty populations. These have all been very successful programs and 
need to continue. 

Certainly there are other areas. When we look at our population 
that surrounds us, particularly in our Nation's capital and our sur- 
rounding States, we look at the numbers of international people 
that we have and the health care needs that they have that are 
somewhat different culturally based needs. 

I think special project grants could help prepare practicing 
nurses to better deal with the cultural kinds of differences that 
exist in that population out there that need care. 

Those are some things that I can think of. 

Mr. Bruce. Ms. Bash, you mentioned a successful program that 
was beginning in Kentucky, a self-directed, self-taught program. Is 
that ongoing, or what is the status of the program the State of 
Kentucky? 

Ms. Bash. That progi-am started about a year and a half ago. 
And if you give me a moment to pull out some statistics on that, 
their first class was admitted in August 1989, with 41 students. 
Now tl^ese students are students from all over the country. They 
come to Hay den, Ky., for an initial 2 weeks intensive seminar and 
orientation, and they then return to their home base or the hospi- 
tal where they have acquired a certified nurse midwife as a precep- 
tor. They work on individual modules and do study groups and 
come back every frw months to Hayden for orientation, for exami- 
nations ard for seminars. 

The first gioup of students will be taking their certification 
board for American College Board Midwife Certification Program 
this spring. The students presently— it is costing the students ap- 
proximately $15,000 a year. Of course, this includes travel back and 
forth to Hayden, Ky., their tuition, books, lodging and food when 
they stay at Hayden. 

Mr. Bruce. I take it that is not a suburb of New York so that is 
not the easiest place to get to? 

Ms. Bash. Exactly. But the Frontier Nursing Service was the 
first service of nursing midwives here in the United States, and it 
is probably verv appropriate they be the first innovative program 
of nurse midwifery in this country. 

Mr. Bruce. You are also suggesting we somehow utilize the tal- 
ents of the foreign trained nurses. Do you see a problem in certifi- 
cation in the sense of going back to schools that no longer exist and 
checking out library and faculty that have dispersed or are no 
longer in existence? 

Ms. Bash. I think when one becomes a certified nursing midwife 
one must first be a registered nurse in a State in this country. 
Most of them have basic nursing education at baccalaureate level. 
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They come into a program which reviews their ability to be mid- 
wives. 

Mr. Bruce. Ms. Towers, you mentioned you are working in a mi- 
grant health center. Does it concern you at all by providing service 
through a nurse practitioner we may be reducing the quality of pri- 
mary care to certain individuals in the country by not having a 
fully licensed physician there? 

Ms. Towers. I don't think I provide lower care nor do I think 
any nurse practitioner does. I think the studies have demonstrated 
the quality of the care we provide is equal to that of physicians in 
the areas we are working. Quite frankly, in the clinic I am in, 
where we have three nurse practitioners and a nurse midwife, the 
quality of care has considerably improved since the nurse practi- 
tioners have began working with these patients. 

Mr. Bruce. Very good. When I was a State legislator almost l8 
years ago I authorized creation of nurse practitioners in the State 
of Illinois. 

Ms. Jordan, on your faculty development, how do you believe we 
ought to proceed? 

Ms. Jordan. Basically, we received— this is the second year we 
received faculty development funding. They had so many applica- 
tions the first and second year this year it was difficult for the divi- 
sion to decide who would receive the funding. We have CRNA's 
who want to get their graduate degrees. This has offered them a 
wonderful opportunity to do that a? well as getting those creden- 
tialed individuals we need. It has not been difficult to get people to 
participate or even applications. The Division of Nursing has said 
this year they had a difficult task in determining who would re- 
ceive that funding and who would not. 

Mr. Bruce. Thank you. 

Mr. Richardson, do you have questions of this panel? 

Mr. Richardson. I would like to ask Dr. Towers— along the same 
lines I understand Congressman Towns asked— and that is the 
nursing assistants, the lack of options that they have because of 
our emphasis on graduate education. I am talking about the low 
paying paraprofessional positions. Because of low salaries and 
family obligations, a lot of these people may not have the opportu- 
nity to pursue an education leading to an RN degree. And I am 
wondering— while I understand the need to have trained faculty, 
are there ways to provide better opportunities to LPN's, LVN s, 
nursing a^^sistants to move up the nursing career leader? Aren't we 
kind of degrading and not emphasizing that side of the profession? 

Ms. Towers. I would not say we are degrading it. I think one of 
the things that is occurring now— and maybe the nursing shortage 
has helped a little bit with that— is that there is much more atten- 
tion being placed on attempting to dovetail educational programs 
so that indeed people in areas that either limit their preparation or 
limit their accessibility to university centers where they can have 
advanced preparation are being able to work more speedily and in 
a more cost effective way toward achieving the kind of education 
that is needed for them to be advanced practitioners. 

The other kind of thing that is beginning to develop is the kind 
of thing that Deborah just mentioned with community based pro- 
grams which allow people in areas that are not close to university 
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settings to access educational activity from a distance through tele- 
communication, through outreach course offerings, that sort of 
thing. 

And I think we are seeing more and more of this occurring and a 
very large awareness on the part of the nursing community that 
this kind of thing needs to happen. 

Mr. Richardson. Ms. Carty, I just noticed, I was involved I think 
also with Mr. Bruce several years ago with set asides for telecom- 
munication education for nurses. As I understand it in your testi- 
mony that the Division of Nursing is not utilizing the funding set 
aside for this telecommunications education in the bill, what are 
they doing with this money? Are there ways we can improve on 
this program? What seems to be the problem? 

Ms. Carty. I don't think they are not utilizing it. I think our 
point was it should not be confined to simply satellite telecommuni- 
cation, that that is certainly an acceptable means and there are 
some very successful programs — in fact, there is one in New 
Mexico out of the university in New Mexico. What we are indicat- 
ing from AACN is that that not be the only type of outreach that 
would be funded. So we would urge that other means of outreach 
be also eligible for those funds. 

Mr. Richardson. Like what? Because the reason we had telecom- 
munications was to really go deep into the rural areas, Indian res- 
ervations—when you start diluting that and saying other outreach, 
what do you mean? Doesn't that dilute the intent of whpt we are 
trying to do? 

Ms. Carty. I would not think so. I think there are some areas 
where the telecommunication capability may not be tbore and the 
cost of developing that whole network is in some instances prohibi- 
tive. 

And another means of outreach could occur where faculty can 
travel to outreach sites where computer linkages can be used 
through some existing networks that are already in place through 
the — I referred to the heaithmobile before, but there are some mo- 
bilized outreach programs where they are using buses to move fac- 
ulty and library and computer kind of resources into these rural 
areas so nurses can access that kind of education. 

And our poiht is that we would not want to eliminate those types 
of outreaches from funding. 

Mr. Richardson Let me ask my constituent, Ms. Kozeliski — that 
is, I understand you recently worked on a very innovative health 
delivery program grant proposal to provide primary health care to 
Native Americans using nurse providers. Can you tell us a little bit 
about that program and where you expect to receive funding for it? 

Ms. Kozeliski. This is the one we just applied to. Is that the one 
you are alluding to? 

Mr. Richardson. Yes. 

Ms. KozEUSKi. We developed a consortium in our community. 
This is a federally funded grant, I believe it was $800,000. I don't 
have the exact agency in front of me right now. The Indian Health 
Service, the Gallup through Grants Clinic, and the institution I 
work for got together and we had a task force that decided we 
would like to apply for funding for just what Ms. Carty was saying. 
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mobile type of clinic, and addressing the primary needs of the 
people of the area. 

We have a large Native American/Hispanic population where 
their problems deal with drug and alcohol abuse, kidney disorders, 
diseases and diabetes. We were looking at having some kind of a 
raobile clinic that would be able to go out into the areas— you have 
to realize in the area where we are at it is not unusual for someone 
to travel 40 or 60 miles just for a doctor's appointment. If it is not 
that important, even if it happens to be meningitis for a child, 
maybe the child dies. 

There are areas where they go feed their cattle, water wells 
where people congregate also. So it wouldn't be a traditional health 
care setting. We would use this vehicle, perhaps with the Universi- 
ty of New Mexico with some of their nurse practitioner and mid- 
wifery program for onsite practicum experience for nurses and for 
residents, physician tyi>e residents, helpful recruitment type tool 
tor our area. That is what we are looking at. 

Mr. Richardson. Thank you. 

My last question is directed at the legislation that Congressman 
Dorgan and I had allowing nurse practitioners to be directly reim- 
bursed for Medicare. Could any of you tell me when this legislation 
has been implemented, how successfully implemented is it? Are 
nurse practitioners now being reimbursed— lastly, I understand 
there were some specific problems in New Mexico that dealt vith 
direct reimbursement, that there were serious problems that it was 
not happening. Dr. Towers. 

Ms. TowEKS. The answer is first, yes, it is being implemented. It 
is coming along. The other piece is that we still need to obtain 
Medicare reimbursement for the remainder of nurse practitioners. 
The bill that you are speaking of, of course, focused upon people in 
rural areas. This does not solve the problem in urban areas where 
there is also a great need. While part of tlie problem has been re- 
solved, for nurse practitioners in New Mexico it has not entirely 
been resolved at this point. 

Mr. RiCHAHDSON. It has happened in rural areas and not urban 
areas? 

Ms. TowKRS. That is correct. 

Mr. Richardson. Why is that? 

Ms. Towers. Because that is what the bill called for. 

Mr. Richardson. So we should do it for urban areas? 

Ms. Towers. You got it. 

Mr. Richardson Sounds like another one of Mr, Bruce s good 
bills for nurses. 
Mr. Bruce. Ms. Bash. 

Ms. Bash. I know nurse midwives are reimbursed for maternity 
care only. However, nurse midwives do a lot of preventive care, 
education and teaching. Presently we are not reimbursed for serv- 
ices other than just maternity care. 

Mr. Richardson. Mr. Chairman, thank you very much. 

Mr. Bruce. Ms. Towers, I have one question. I met with the ad- 
ministrative people of the fourth largest private practice clinic in 
the United States which is located in my district just the day 
before yesterday, and I asked them how many nmse practitioners 
they had, and they said 00. They seemed to be very proud of that. 
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Is that about consistent with medical practice of maybe 400 doc- 
tors, to have 60 nurse practitioners on the staff? 

Ms. Towers. It could be. Nurse practitioners function in a varie- 
ty of kinds of settings. You may have one on one. You may have a 
group of nurse practitioners vho work in collaboration with one 
physician. You may have ai HMO where you would use multiple 
nurse practitioners with multiple physicians. So that is a practical 
number. 

Mr. Bruce. I want to know if we were doing good or bad. 
Ms. Towers. I think you are doing good, but you ought to hi ve 
400. 

Mr. Bruce. I thank the panel. Thank you. 

We are ready for panel five. Our final panel will address the in- 
dividual issues of concerned schools of allied health, public health 
and social work. 

We will start out with Dr. Leo Selker, interim dean and profes- 
sor of the college of associated health professions of the University 
of Illinois at Chicago. He will be followed by Dr. John Snyder, dean 
of the school of allied health sciences at Indiana University; Allan 
Rosenfield, dean of the school of public health at Columbia Univer- 
sity; and Patricia Ewalt, dean of the school of social welfare at the 
University of Hawaii at Manoa, who is accompanied by Frank Ray- 
mond III, president of ihe National Association of Deans and Direc- 
tor of Schools of Social Work. 

Dr Selker — let's see — take you in the order I announced them. 
Dr. Selker, I understand you are from the University of Illinois 
from Chicago, one of the finest universities on this planet. 

Happy to be joined by Mr. Towns. 

Mr. Selker. 

STATEMENTS LEf)POLD G, SELKER. ON BEHALF OF AMERICAN 
SOCIETY OF ALi.IEO HEALTH PROFESSIONS; JOHN R. SNYDER, 
ON BEHALF OF AMERICAN SOCIETY OF CLINICAL PATHOLO- 
GISTS; ALLAN ROSENFIELD, ON BEHALF OF ASSOCIATION OF 
SCHOOLS OF PUBLIC HEALTH; AND PATRICIA L, EWALT, ON 
BEHALF OF NATIONAL ASSOCIATION OF SOCIAL WORKERS, 
NATIONAL ASSOCIATION OF DEANS AND DIRECTORS OF 
SCHOOLS OF S()CL4L WORK, ACCOMPANIED BY FRANK RAY- 
MOND III, PRESIDENT [NAD&DSSW] 

Mr. Selker. Mr. Bruce, Mr. Towns, thank you for the opportuni- 
ty to appear before you today. I would like to request that my 
entire written statement be entered into the record. Due to the 
time constraints 1 would like to summarize the major points in 
that written 

Mr. Bruce. Without objection. 

Mr. Selkeh. Thank you, sir. 

The major point 1 would like to really hit hard on today is the 
very serious and worsening shortage of allied health personnel and 
^ \e rather important steps that might be taken to address that 

jrtage. 

Those severe shortages exist in a wide range, but particularly in 
physical and occupational therapists, clinical laboratory profession- 
als, imaging technologists including radiation therapists, medical 
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record technicians, speech-language pathologists and audiologists, 
the underrepresentation of minority persons in the allied health 
professions and an undersupply of practitioners in both rural and 
densely populated, poverty-ridden urban areas. 

Looking toward the future, the circumstance seems to me more 
grave. Rapid growth in the population of older persons and their 
intense needs for various kinds of chronic and long-term care sup- 
port will only intensify the picture I am painting for you today. 

What is probably saddest is lack of Federal support. During the 
period 1981 to 1989 there were essentially no Federal programs tar- 
geting the allied health professions. During last reauthorization of 
title VII Congress authorized $6 million for each of 3 years but 
only $737,000 was appropriated for fiscal year 1990 and $i.6 million 
for the current fiscal year. 

I guess these numbers are pretty depressing, but they are mor<j 
sobering if you consider the allied health professions represent 
some 60 to 70 percent of our entire health care workforce. 

You were exercising a major leadership role, Mr. Bruce, in your 
introduction of H.R. 1466 on March 19th, We applaud and support 
that legislation, but we also acknowledge the more comprehensive 
solutions certainly likely to require additional resources. 

You had proposed $10 million or so for entry level traineeships, 
$7 million for advanced level traineeships and $7 million for i;rrants 
and contracts. We would like to see $12 million for entry level 
traineeships, $12 million for advanced level and $12 million for 
grants and contracts. But even that really pales in comparison to 
the needs that we foresee. 

Allied health research is a major necessity because faculty are 
being expected to compete in academic health science center envi- 
ronments. Their bread and butter and status within that academic 
community are very much contingent on their performance in the 
research area. We cannot hope to recruit without additional re- 
search support. 

Moreover, since the allied health professions represent such a 
broad span of disciplines we also have not the best data upon 
which to base health policy decisions, and an allied health data 
system would also go a long way. 

You proposed a commission on allied health. We hope some 
funds can be appropriated to support putting that commission in 
place. 

Last, a more visible presence— by creating a Division of Allied 
Health within the Bureau of Health Protections would also serve 
as a lightning rod for coordinating the various programs needed. 

Numerous studies, the National Institute on Aging 2020 study- 
all of these highlight the shortages of allied health professionals. 
What is not widely known, those shortages are probably grossly un- 
derestimated. If vou consider the effects of cost containment, geri- 
atric imperative health promotion disease prevention, medical tech- 
nology which is going to move more care into the home, the explo- 
sive growth of the home care industry, the mainstreaming of per- 
sons with disabilities, the fact that persons of all ages are living 
longer with disabilities, the press for quality and outcomes re- 
search, the chronic care needs I touched on earlier, all of these are 
very likely to swamp the system in terms of need. 
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So if anyone feels that somehow the shortages are going to evap- 
orate from this posture, we only see that things are going to 
worsen and worsen fast. 

The cost :ontainment pressures we feel are really going to spurn 
further experimentation including further substitution of high 
quality ytt lower cost of allied health services for extensive forms 
of institutional care. Paradoxically, these costs are only driven 
higher as various health care institutions compete with one an- 
other through signing bonuses and incentive bonuses for these 
allied health professionals. 

Home care, which is roughly a $22 billion industry this last year, 
is projected to more than triple by the year 2030. Allied health pro- 
fessionals are major players in the home care sector and along with 
nurses hold largest market share. 

Chronic care needs, needs for activity in the area of health pro- 
motion and disease prevention, all of these lend nicely to the allied 
health professions by virtue of the skills of those allied health pro- 
Missions and because these professions are located in community 
based settings where access is really critical. 

A major bottleneck in terms of addressing these shortages relates 
to the production of academic faculty. It is critical that we develop 
support mechanisms for those faculty, develop further training pro- 
giams that are going to turn out these graduates. 

We feel these short-term financial incentives that you have ob- 
served in the marketplace are not going to address the root prob- 
lem, which is the further development in terms of both numbers 
and quality of allied health faculty. Therefore, we conclude the 
conventional market forces alone are going to fall far short of get- 
ting the job done, because they really don't speak to— those higher 
salaries in the marketplace don't speak to developing doctoral pro- 
grams to produce more faculty or provide training to more current 
faculty. 

We all have a great stake in reducing these shortages of allied 
health personnel. We authorize significant funding increases for 
title VII programs as a first major step in demonstrating a major 
serious commitment. 

We thank you for the action you have taken and ask you contin- 
ue to do so to ensure our Nation will be able to continue the health 
care needs of its citizens. 

Thank you for the opportunity to share these viov/c with you 
today. 

[The prepared statement of Mr. Selker follows:] 

Prepared Statkment ok Leopold G. Selker, on Behalf ov the American Society 
OF Allied Health Professions 

The American Society of Allied Health Professions, a national nonprofit scientific 
and professional organization whose mission is to improve health care by enhancing 
the effectiveness of education for allied health professionals, urgently requests Con- 
gressional assistance to remedy a serious personnel shortage as manifested by: 

(1) Severe shortages of physicians and occupational therapists, clinical laboratory 
professionals, imaging technologists including radiation therapists, medical record 
technicians, speech-language pathologists, and audiologists; 

(2) The underreprosentation of minority persons in the allied health professions; 
{[]) An undersupply of practitioners in both rural and densely populated, poverty- 
ridden urban areas; 
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(4) A rapid growth in the number of older persons needing the services of allied 
health personnel; and 

(5) A lack of Federal support for allied health education. During the period 1981 
to 1989, there v/ere no Federal programs offering such support. During the last re- 
authorization of Title VII, Congress authorized $6 million for each of three years, 
but only $737,000 was appropriated for fiscal year 1990 and $1,659,000 for the cur- 
rent fiscal year, amounts not even barely sufficient given the enormous problem 
that must be addressed. 

Congressmar Terry Bruce introduced H.R. 1466 on March 19 to amend Title VII 
to increase support for allied health. For fiscal year 1992, this bill seeks $10 million 
for entry level traineeships, $7 million for advanced level traineeships, $7 million 
for grants and contracts, and an unspecified amount for a Commission on Allied 
Health. 

Our organization supports this legislation while wishing to acknowledge that a 
more comprehensive solution will require the following resources: Entry level train- 
eeships ($12 million); advanced level traineeships ($12 million); grants and contracts 
(^12 million); allied health research ($20 million); allied health data system ($5 mil- 
lion); commission on allied health ($1.5 million); and division of allied health within 
the Bureau of Health Professions (5 FTE's). 

Reports pnxluced by a wide array of groups ranging from the Institute of Medi- 
cine to the American Hospital Association all point to a shortage of allied health 
personnel which is worsening. Because of the following health system trends, these 
shortages may be grossly underestimated: 

(1) Intensifying cost-containment efforts will stimulate further experimentation, 
including the substitution of high-quality, low-cost allied health services for more 
expensive institutional care. Paradoxically, health costs are driven ever higher as 
institutions compete through signing bonuses and other mcentives for a scarce 
supply of personnel; 

(2) The number of older persons demanding some formal in-home services is pro- 
jected to nearly triple by the year 2()!^0. Allied health professionals hold a large 
market share in home care and are well-positioned to respond to these needs and 
preferences; 

(3) Increased attention to those requiring chronic care will foster a greater 
demand for the services of allied health professionals; and 

(4) Recent estimates reflect that roughly 60 percent of deaths are premature and 
about 60 percent of all illness and disability is preventable. Allied health profession- 
als' participation in prevention and wellness activities will only increase by virtue 
of their skills and their being located in accessible sites such as schools, aging cen- 
ters, and the workplace. 

When lightning struck at St. Albans School here in Washington thirteen days 
ago, the 11 persons— including one fatality— who were rui^iipd to local hospitals 
might just as easily have been either the children, spouses, or even members of this 
august body. None of us is immune from common occurrences such as accidents, 
strokes, and heart attacks which require the intervention of allied health profession- 
ids to prevent death and long-term disability. An insufficient supply of these practi- 
tioners is a problem that willnot be solved by a quick fix. Producing academic facul- 
ty, developing training programs, and turnmg out graduates are not commodities 
that can be manufactured on short notice. 

Physical therapy programs in our universities are swamjKjd with qualified appli- 
cants, but we lack tne faculty to accommodate them, despite the fact that all parts 
of the United States need more of these practitioners. Severe shortages of clinical 
laboratory professionals also exist, but the basic problem is remarkably different. 
Academic programs have been terminated because of a decline in the number of 
persons seeking admission to the laboratory sciences. 

The grants and contracts program currently being funded through the Bureau of 
Health Professions represents one instrument that can be applied as part of a com- 
prehensive solution. The small number of projects receiving funds aim to increase 
the ability of allied health professionals to meet the care needs of the aged, attract 
more minority persons to the allied health professions, and enhance the availability 
of clinical laboratory services in rural areas. Unfortunati^ly, many other worthy 
projects have not been launched because of inadequate resources. 

Conventional market forces alone cannot solve the persoimf»l shortage problem, 
despite significant efforts undertaken by :he private sector in Florida and other 
States. Competitive bidding for personnel by hospitals and other institutions will 
not stimulate financially strapped colleges and universities to produce more gradu- 
ates. Offering higlier salaries to those practitioners in greatest demand will not 
affect the funding needed to develop doctoral programs to produce more faculty o* 
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provide training to current faculty who in many cases either have only a masters 
degree or a doctorate in a areas outside of the basic sciences. 

It is the belief of the American Society of Allied Health Professions that, as the 
largest consumer of health care, the Federal government has a great stake in reduc- 
ing shortages of allied health personnel. This highly complex problem will not be 
remedied without such meaningful participation. Reauthorizing significant funding 
increases for Title VII programs is a first major step in demonstrating a serious 
commitment. We urge you to take such action to ensure that our nation will be able 
to meet the health care needs of its citizens. 

Mr. Bruce. Dr. Snyder, from the Indiana School of Allied Health 
Sciences. 

STATEMENT OF JOHN R, SNYDER 

Mr. Snyder. My name is John Snyder. I am the director of the 
division of allied health sciences and associate dean at the Indiana 
University School of Medicine. Medical technology is my back- 
ground. I spent the last 20 years in practice in the clinical laborato- 
ry as well as variety of levels in education preparing manpower for 
clinical laboratories. 

I am pleased to present testimony on behalf of the American So- 
ciety of Clinical Pathologists hereinafter referred to as ASCP. We 
are a nonprofit medical speciality society with more than 50,000 
members. 

It is the largest certified agency for medical laboratory person- 
nel. Many of you are well aware of the extensive shortages of quali- 
fied medical laboratory personnel and its impact on laboratories, 
especially in rural areas. 

ASCP estimates in 1990, the Nation's 12,000 hospital and inde- 
pendent laboratories had nearly 42,000 unfilled positions. In fact, 
as you heard earlier, the medical technology of vacancy rat 3 of 11.6 
percent exceeds the nursing vacancies experienced at the height of 
their shortage. 

Medical standards may further increase the need for trained lab- 
oratory personnel, a need that according to the Bureau of Labor 
Statistics, is projected t-y increase by the year 2000. 

Two factors have strongly influenced the shortages of medical 
laboratory personnel. First, the decline in education programs par- 
allel the determination of Federal support for allied health educa- 
tion in 1981, second, there has been a significant erosion in hospital 
teaching programs, the major source of manpower, this due to the 
implementation of Medicare's prospective payment system in 1982. 

ASCP supported reinstatement and funding of allied health edu- 
cation in title VII of the Public Health Service Act. In the first 
year, HRSA received over 100 applications for this program, ap- 
proved almost 50 grants, yet funded only 7 grants. 

Almost half of the approved grants were from medicaf technolo- 
gy programs, although none were funded due to the priority given 
to other professions and limited funds. The published special con- 
sideration regulations regarding 1991 funds for allied health con- 
tinued to overlook certain specialities and short supply. 

Truly the key to addressing the shortages of medical laboratory 
personnel is to bring more candidates into the field through educa- 
tional programs therefore, ASCP is pursuing a two-pronged ap- 
proach. 
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First, we would like to see the current allied health program 
broadened to address the needs of allied health specialities in short 
supply such as medical technology. These professiorals are critical 
to providing the support needed in geriatric care and in breast and 
cervical cancer screening which are a high priority of the subcom- 
mittee. 

We urge you, one, to reauthorize the allied health programs that 
are current or increase levels and, two, to incorporate language di- 
recting HHS to fund grants in shortage allied health professions as 
a high priority. ^ , . , 

We are aware of your bill House Rule 1488, Mr. Bruce, which 
calls for funding for the specific shortage allied health areas. You 
are to be commended of that, and we are supportive of that bill. 

The second prong of the ASCP approach is the dimensions of 
shortage problem require urgent focused attention by the Federal 
Government. ASCP urges this subcommittee to establish a special 
initiative in medical laboratory education by authorizing grants to 
schools, educating medical laboratory personnel as part of the reau- 
thorization of title VII, The Health Professions Education Act. 

The projects should include, first, scholarships and/or stipends 
for medical technology, cytotechnology and histotechnology for 
their clinical training when students agre.' to work in rural areas. 

Second, grants to schools willing to form a consortia arrange- 
ments that links academic resources with rural clinical settings. 

Third, grants to schools that recruit nontraditional students such 
as minorities and science professionals into the fields of medical 
technology and cytotechnology. 

Fourth, grants to schools that provide refresher courses for indi- 
viduals who have not been working in the field for several years. 

Finally, grants to schools for recruiting and training medical lab- 
oratory technicians to become medical technologists. 

We are pleased this initiative has been well received within the 
medical laboratory community and that nine organizations have of- 
fered their support. We are encouraged thus far and hope the sub- 
committee will continue to incorporate these proposals into legisla- 
tion. 

We would like to comment on H.R. 2405, the Rural Clinical Labo- 
ratory Personnel Shortage Act. Concerns about laboratory person- 
nel shortages, especially in rural areas prompted the Rural Health 
Coalit;on to introduce legislation to address the shortage issue. 

H.R. 2405 introduced by Congressman Slattery and colleagues 
authorize a loan repayment program for medical technologies that 
agree to work in a rural area for a minimum of 2 years, and ati- 
thorizes grants to schools for innovative outreach programs. ASCP 
supports these educational initiatives aimed at the rural needs. 

This proposal in conjunction with the ASCP recommendations 
would meet the short- and long-term medical laboratory manpower 
needs. ASCP is greatly concerned and strongly opposes section IV 
of H.R. 2405, which establishes a proficiency examination for indi- 
viduals who do not otherwise meet the educational requirements or 
other specific criteria established under the Clinical Laboratory Im- 
provement Act of 1988. 

We oppose the establishment of a proficiency example for many 
reasons. Past experience that is shown a Federal proficiency exam 
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did not solve the problems of shortages, nor was it a good predictor 
of quality of future work of individuals who passed that examina- 
tion. 

Several studies were done by the Health Care Financing Admin- 
istration and others on the effectiveness of this proficiency exam 
which was repealed by Congress in 1987. HCFA found less than 50 
percent of those taking the exam passed. 

The proficiency exam was not an adequate predictor of an indi- 
vidual's ability to perform specified laboratory efforts. Today's 
medical laboratory is a highly sophisticated environment. Tests are 
increasingly complex. 

Therefore, the technologists who work there must be able to rec- 
ognize the accuracies of the test results and proper instrument 
function among other responsibilities. All these functions require 
skill and judgment. 

Education is basic to this. The majority of certified medical tech- 
nologists in the field today have at a minimum an associate degree 
and most have a baccalaureate degree. Proficiency exam if imple- 
mented would devalue the credentials of those people and affect 
the compensation. That would hamper our retention. 

It would also discourage other college educated people from en- 
tering the field in the future, hampering the field in the future, 
hampering our recruitment. For these reasons, ASCP strongly op- 
poses proficiency exam mechanisms and would urge the subcom- 
mittee not to include it in title VII reauthorization. 

In conclusion, ASCP urges the subcommittee to consider our edu- 
cational initiative and to authorize grants to schools and programs 
training medical laboratory personnel. 

True, Congress responded aggressively to the nursing shortage at 
its height. We believe today similar action is needed in this profes- 
sion. 

ASCP's educational initiatives and a loan repayment program 
and educational grant program of H.R. 2405 will provide mecha- 
nisms and meet both long- and short-term educational needs. 

Mr. Chairman, the ASCP appreciates the opportunity to testify 
today. 

I would be happy to answer any questions. 
[The prepared statement of Mr. Snyder follows:] 

Prepared Statement of John R. Snyder, on Behalf of the American Society of 

Clinical Pathologists 

Thank you Mr. Chairman, My name is John Snyder. I am the Director of the Di- 
vision of Allied Health Sciences and Associate Dean, Indiana University School of 
Medicine. I am also a Medical Technologist certified by the American Society of 
Clinical Pathologists* [ASCP]. I have been in practice for 20 years, serving in both 
rural and urban laboratory settings. 

Today I am pleased to present testimony on behalf of ASCP. ASCP is a nonprofit 
medical specialty society with more than 50,000 members (with 89,000 laboratory 
personnel members and 11.000 pathologists). ASCP is also the largest certifying 
agency for mec cal laboratory personnel. Since 192H, ASCP has certified 300,000 
medical technologists and other laboratory {)ersonnel. 

Many of you are well aware of the extensive shortages of qualified medical labora- 
tory j)ersonnel and \[s impact on laboratories, especially in rural and other tradi- 
tionally underserved areas. In li)HK and again in 1990, the ASCP surveyed nearly 
1,000 laboratory managers to determine the vacancy rates for 10 tyi>es of medical 
laboratory positions, including medical technologists, cytotechnologists, histotechno- 
logists and medical laboratory technicians. ASCP estimates that in 1990, the na- 
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tion's 12,000 hospital and independent laboratories had 41,950 unfilled positions. 
This compares to 24,800 unfilled positions in 1988. Cytotechnologist vacancies in- 
creased most dran.atically since 1988, with one in four positions unfilled, a vacancy 
rate of 27.3 percent nationwide. The medical technologist vacancy rate of 11.6 per- 
cent exceeds the nursing vacancies of 11.3 percent experienced at the height of their 
shortage. Congress moved aggressively to solve the nursing shortage and similar 
action is needed for laboratory personnel. 

Federal standards imposed under the Clinical Laboratory Improvement Amend- 
ments of 1988 [CLIA '88] to improve the quality of laboratory testing as well as the 
growth in the scope and complexity of clinical laboratory testing will further in- 
crease the need for trained laboratory personnel. One study indicates that without 
dramatic intervention and recruitment, vacancy rates for the clinical laboratory 
profcsp'onals will double by the year 2000. 

Wr e the decline in the applicant pool for medical laboratory education programs 
is of ten attributed to increasing opportunities for women in other medical fields 
and a general waning interest in health careers, two additional factors have strong- 
ly influenced the shortages of medical laboratory personnel. First, since 1981 there 
has been a significant erosion in hospital based educational programs in medical 
technology. The number of med tech programs decreased from 652 in 1980 to 420 in 
1990 with almost 70 percent of these cl(^ed programs based in hospitals, the major 
source of medical technologists working in rural areas. Pressure on hospital based 
programs was compounded with the implementation of cost controls and Medicare's 
Prospective Payment System. Second, the decline in programs overall paralleled the 
termination of federal support for allied health education in 1981. 

Current Allied Health Education Program 

ASCP strongly supported and worked with this Subcommittee to reinstate the 
allied health programs in Title 7 of the Public Health Service Act. As you may be 
aware, Health Resources and Services Administration (HRSA] received 123 applica- 
tions for special project grants under this program and approved almost 50 grants 
in the first year. However, only tieven grants were funded. Almost half of the ap- 
proved grants were from medical technology programs or allied health programs 
with a medical technology component, yet none was funded due to limited appro- 
priations and priority given to professions engaged in geriatric care. 

This year the allied health program received an appropriation at the authoriza- 
tion level of $2 million, but due to sequestration $1.7 million will be awarded to 
grantees. As published in the Federal Register, special consideration will be given to 
applicants from schools training professions engaged in geriatric care and those pro- 
grams affiliated with community and migrant nealth centers. The current program 
is not addressing professions in short supply, such as medical laboratory personnel, 
that provide essential support services for geriatric care. 

Recommendations 

The key to addressing the shortages of medical laboratory personnel is to bring 
more candidates into the field through expanded educational programs. Therefore 
ASCP is pursuing a two pronged approach with the authorization and appropria- 
tions committees. 

First, ASCP would like to see the current allied health program broadened to ad- 
dress the needs of allied health specialties experiencing the greatest national short- 
ages, such as medical technology and cytotecnnology. These professionals are criti- 
cal to providing the support needed in geriatric care and in breast and cervical 
cancer screening, both high priority healtn programs. We urge you: (1) to reauthor- 
ize the allied health programs at current or increased levels; and (2) to incorporate 
language directing HFIS to fund approved grants in shortage allied health profes- 
sions as a high priority. 

Second, the dimensions of the shortage problem require urgent focused action by 
the federal government. ASCP urges this Subcommittee to establish a special initia- 
tive in medical laboratory education, by authorizing grants to schools educating 
medical aboratory personnel as part of the reauthorization of Title 7, the Health 
Professions Bklucation Act. Projects should include: 

(1) Scholarships and/or stipends for medical technology, cytotechnology and histo- 
technology students for their clinical training period (3rd or 4th year of training) 
who agree to work in rural or other underserved hospitals. This would be the fastest 
way to increase the supply of laboratory professionals because existing schools have 
oi)enings they cannot fill because of the lack of scholarship/stipend support. 

(2) Grants to schools for consortium arrangements that creatively link academic 
resources with rural clinical settings to provide community-based education. Under 
this initiative, institutions of higher education could provide didactic instruction via 
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long-distance learning technologies and local clinical facilities could provide compli- 
mentary clinical instructions. 

(3) Grants to schools to recruit nontraditional students into the fields of medical 
technology and cytotechnology. These grants could be used to set up customized pro- 
grams to recruit and train nontraditional students such as minorities, nidcareer sci- 
ence professionals (teachers), immigrants and graduating college students who have 
majored in science. These students may need 1 to 2 courses in addition to the clini- 
cal year of training, tutoring, or language support to enable them to work in a labo- 
ratory within an expedited time frame. 

(4) Grants to schools to provide refresher courses for medical technologists and cy- 
totechnologists who have not been working in the field for several years. Flexibility 
is necessary to establish programs to fit the individual needs of the medical tech- 
nologist or cytotechnologist returning to the field. 

(5) Grants to schools for recruiting and training medical laboratory technicians to 
become medical technologists. Stipends and/or scholarships to those technicians 
who agree to work in rural or underserved hospitals would be an added inducement 
for this personnel pool. 

We are pleased that this initiative has been well received within the medical labo- 
ratory community and the following organizations have offered their support: Amer- 
ican Society of Cytology, American Society for Medical Technology, American Asso- 
ciation of Blood Banks, College of American Pathologists, American Society of 
Microbiology, American Society for Cytotechnology, American Cancer So<:iety, Clini- 
cal Laboratory Management Association, American Association of Clinical Chemists 
and American Medical Association Committee on Allied Health Education and Ac- 
creditation. We ere encouraged thus far and hope the Subcommittee v/ill incorpo- 
rate these proposals into legislation. 

KR ^405—*'The Rural Clinical Ixiboratory Personnel Shortage Act*' 

Concerns about laboratory personnel sh("*tages, especially in rural areas, prompt- 
ed the Rural Health Coalition to introduce legislation to address the shortage issue. 
H.R. 2405, introduced by Congressman Slattery and others, authorizes a loan i'epay- 
ment program for medical technologists that agree to work in a rural area for a 
minimum of two years and authorizes grrnts to schools for innovative outreach pro- 
grams to train students in rural clinic settings and to train laboratory technicians 
to become technologists. ASCP supports these educational initiatives aimed at rural 
needs. This proposal, in conjunction with the ASCP recommendations, would meet 
the short and long term medical laboratory manpower needs. 

ASCP is greatly concerned by, and strongly opposes, Section 4 of H.R. 2405 which 
establishes a proficiency exam for individuals who do not otherwise meet the educi - 
tional requirements or other specific criteria established under the Clinical Labort - 
tory Improvement Amendments of 1988. According to the bill, the exam would b^ 
administered within ISO days of enactment and annually thereafter until the Seci e- 
tary develops a program to accredit public and private laboratory personnel certify- 
ing^ agencies. 

We oppose the establishment of a proficiency exam for many reasons. Most impor- 
tantly, past experience has shown us that a federal proficiency exam did not, solve 
problems of shortages nor was it a gc/od predictor of the quality of the future work 
of individuals who pass the exam. 

HHS developed and gave a proficiency exam from 1975-87 to q^alif^ individuals 
as medical technologists to work in Medicare-approved laboratories. The authority 
for this exam was repealed by Congress in 1987. Several studies were done by the 
Health Care Financing Administration [HCFA] and others on the effectiveness of 
the exam. HCFA found that less than 50 percent of those taking the exam passed. 
With such a high failure rate the exam was not an effective means of addressing 
the shortage. 

Second, the proficiency exam is not an adequate predictor of an individual's abili- 
ty to perform specified laboratory tests accurately. In fact, studies have shown that 
ASCP certified technologists, who have completed college courses and formal train- 
ing, outperform and make fewer errors than those without private sector certifica- 
tion. This study also showed that there was a positive correlation between the 
number of certified technologists ar'i the accuracy of test results in the laboratory. 

The impetus for CLIA *88 was Congressional concern that medical laUiratory test 
results could not be trusted. Many Members of Congress had first hand experience 
with incorrect test results and poor overall quality. ASCP firmly believes that the 
laboratory and the services it provides is only as good as its professionals. College 
course work and formal training are necessary prerequisites for a medical technolo- 
gist. The lab is highly computerized and tests are increasingly complex; therefore, 
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technologisbi must be able to recognize the accuracy of test results and proper ma- 
chine function among other responsibilities. All require skill and judgment, and 
education is basic to this. 

The majority of certified medical technologists in the field today have completed 
the CLIA required college course work and more than 100,000 med techs practicing 
today hold a baccalaureate degree. The proficiency exam, if implemented, will de- 
value the credentials of these people, affect their compensation and discourage other 
college educated people from entering the field in the future. For these reasons, 
ASCP strongly opposes the proficiency exam mechanism and would urge the Sub- 
committee not to include it in the Title 7 reauthorization. 

Conclusion 

ASCP urges the Subcommittee to consider our educational initiative and to au- 
thorize grants to schools and programs training medical laboratory personnel. Con- 
gress responded aggressively to the nursing shortage at its height, and similar 
action is now needed for this profession. ASCP s educational initiatives and the loan 
repayment program and educational grant program in H.R. 2405 will provide the 
mechanisms to meet both short and long term educational needs. ASCP urges the 
subcommittee to forego the reestablishment of a proficiency exam. Ita impact on the 
shortage will be minimal, yet its potential to expose patients to the risks of inaccu- 
rate testing may be great. 

Mr. Bruce. Thank you, Dr. Snyder. 
Now we will hear from Dr. Rosenfield. 

STATKMENT OF ALLAN ROSENFIELD 

Mr. Rosenfield. Thank you, Mr. Bruce, Mr. Towns. 

I am Allan Rosenfield from Columbia. I am representing today 
the Association of Schools of Public Health. My colleagues and I 
appreciate the opportunity to testify on the contributions of aca- 
demic public health in promoting health and preventing disease in 
this Nation. 

In general, to justify continued Federal support to the 24 schools 
of public health in the United States. The Nation set for itself the 
year 2000 objectives for promoting health and preventing disease 
throughout the United States. 

Winning those objectives will depend on effective leadership of 
health agencies at national. State and local levels. These agencies 
in turn must rely on the university graduate schools of public 
health and other public health preventive medicine programs to 
provide the leadership in the form of comprehensively trained 
public health professionals, now in short supply. 

Too few physicians and other professionals who are urgently 
needed as comprehensively trained professional leaders are reluc- 
tant to undergo such training when they enter the field of public 
health. According to Secretary Sullivan, there are serious shortages 
of epidemiologists, nutritionists and nurses with degrees from 
schools of public health. 

If we are to address the year 2000 objectives, the situation calls 
for vigorous recruitment of students by schools of public heath and 
accredited preventive medicine programs as well as the production 
of greater numbers of comprehensively trained public health ca- 
reerists in the areas of critical personnel shortages. 

The 24 schools of public health, in 18 States and Puerto Rico, 
constitute a primary source of comprehensively trained public 
health professionals to serve the Federal Government, the 50 
States and the private sector. To meet the inevitably growing de- 
mands of the year 2000 objectives for leaders with comprehensive 
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training, the schools must be able to fund the costs for, one, re- 
cruiting and financially assisting students as needed; two, strength- 
ening and expanding teaching programs especially in areas of ex- 
treme urgency such as AIDS prevention and control, substance 
abuse, injuries, teen pregnancy, maternal and child health care 
availability and access, quality and cost, health needs of the elderly 
and environmental and occupational and health hazards; and 
three, linking faculty and students with operating public health 
agencies. 

Mr. Chairman, in their contributing role as producers of leaders 
in the Nation's health system, the schools of public health have 
been linked to the U.S. military academies. No one has questioned 
the often repeated assertion that, if the graduate schools of public 
health did not exist, the Federal Government would have to estab- 
lish a national academy of public health. 

W*th disease prevention and health promotions as their primary 
goals, schools of public health and the graduates approach health 
problems on a broad front. This is illustrated, for example, by the 
many-faceted attack on AIDS, which involves not only intensive 
laboratory and field research aimed at developing means of preven- 
tion and cure, but also educational, political, legal, ethical, econom- 
ic and care providing activities that are essential to containment of 
the epidennic and demonstradon of human concern. 

Public health school graduates bring to the year 2000 objectives 
the broad view, knowledge and skills acquired in studying the full 
range of health problems afflicting the U.S. population. Our gradu- 
ates are prepared to organize and direct concerted efforts by health 
professionals, professionals, public hoalth and private agencies, in- 
Sv'tutions and community organizations to further the year 2000 
objectives. They are prepared to organize and direct concerted ef- 
forts by health professionals, public and private agencies, institu- 
tions and community organizations to further year 2000 objectives. 

Mr. Chairman, continued Federal support of the schools can be 
justified as an investment in the infrastructure that produces com- 
prehensively trained public health professionals needed to meet the 
year 2000 objectives. 

I have attached to my testimony a proposal by the Association of 
Schools of Public Health that outline the means for the Federal 
Government to share with the schools of public health responsibil- 
ity for furthering the year 2000 objectives by providing adequate 
leadership for the undertaking. The year 2000 objectives demand 
the highly trained, top level personnel and effective State and local 
health agencies makes it imperative that schools of public health 
be enabled to forge strong links with operating agencies. 

Our proposal for targeted grants would enhance public health 
students training through practical field experience akin to hospi- 
tal training of medical students. It would provide much needed fac- 
ulty consultation of policy and procedural problems of agencies and 
institutions. 

The 24 accredited graduate schools of public health can docu- 
ment the need for Federal funding to enable them to strengthen 
faculties and mount new and expanded teaching programs to help 
assure the production of adequately prepared leadership in suffi- 
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cient supply to meet the challenges highlighted by the year 2000 
objectives. 

In summary the will to meet the year 2000 objectives is present 
in tho fichools of public health and in the pool of perspective stu- 
dents. Funds are insufficient. Our graduates do not make a great 
deal of inunoy 

In addition to the funding needs of schools for direct costs, sup- 
port services and expenses in teaching progranii? to accommodate 
increased enrollment, successful recruitment of minorities and 
trained professionals wrould require financial support as well. Our 
proposal addresses those needs. 

Thank you for giving the U.S. academic public health community 
the opportunity to express its views of continued Federal support 
to the field. 

Your thoughtful consideration of our proposal as you and the 
subcommittee draft a new health profession, education and train- 
ing hiW will be greatly appreciated. 

[The attachment referred to follows:] 
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ASPH REAUTHORIZATION 
FACT SHEET 

Coniaci: Mike Gemmell 




FDRTHERINC YEAR 2000 OBJECTIVES BY 
FEDERAL GRANTS TO SCHOOLS OF PUBLIC HEALTH 



ASSOCLYllONOF 

pi]iiLic:Hr:Ai2i! 



The public health training proviiioni in Tiilc VII of ihc Public Health Service Act (the "Hcalih 
Profession! Reauthorization Act of 1988") expires September 30, 1991. Congreii began lupporiing 
higher education in 186> when it pai«ed the Morrill land-grant college bill, almost a century later 
It paiied the second oldcit higher education support program. "The Hill-Rhodei Acl of 1958" It 
authorized the burgeon general to make certain grants«in-aid lor the support ul public or ncn« 
profit educational institutions which provide training and services in the fields of public health " 

The eleven schools of ru'' * health then and the 24 schools now arc "essentially national 
schools", since students come from the 50 states, Puerto Rico and from the U S. related territories 
Cjraduates of these schools then and now (over 3,500 this year) serve primarily in the public and 
non-profit sector. Over 80 percent of the graduates work in government agencies, universities or 
for non-profit health organizations. As luch. these schools take on the characteristic of 'service 
academies'. In fact, the 'West Poinid) of Health' was the term applied to ihe schools uf puhhc 
health in 19S8 when President Eisenhower signed the Hill-Rhodes bill. In that bipartisan landmark 
legislation. Coagrcta rceogMiatd ipcelallacd traliUg of profciiloMal public health Icudcri for publk 
tcrvk« ai ■ federal reiponalblllty to be iharfd with the ichooh Indeed, it was noted thai, hjd 
not the schools already existed as an essential federal resource, the health equisaleiii of a service 
academy would have had to be created. "Hill'Rhodes" luihorized funds to tram prufes^ioiuls to 
fill the 30 percent vacant health officer po!iiiions in 1958. It aUo authorized funds to mrei the 
"demand for research workers" as 'Congress has recogni/cd the need and has 1ncrea^ei 
apprfipriations for public health research. The present and prospec|lve output of the schools of 
public health cannot meet these many demands without assistance..," Similar demands are facing 
Ihe schools and the nation today. 

The need for public health professionals in the 1990s could be double the 1980 level, a 1986 
HHS report to Congress indicates. The need for professionals has increased \Mih the proliferaiion 
of health program! and agencies. In numerous reports to the President and Congress. HHS pointed 
to shortages of epidemiologists, environmental health professionals, tuxicologisls. biMSiaiisiicians. 
nutritionists, public health nurses, and physicians trained in public health and preventive 
medicine. 

Yet federal health officials have committed the nation to ihe achievement of over 200 
objectives for promoting health and preventing disease by Ihe year 2000, Attaining those 
objectives will depend on effective leadership of health organizations and agencies 3i nstmnal, 
state and local levels. These agencies, in turn, must rely on the universiiv grsduate schools of 
public health to provide such leadership in the form of comprehensively*irained public hc:)lih 
professionals now in short supply. While personnel increases will be necessary in all caiegories 
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of the public health s^ork force, the most criticxl need will be fur physicnns, bioh)Ric3l and 
behavioral scientists, engineers, adminislrators and other professionals ^^ ho ha ve been prepared 
in schools of public health to play much larger and more challenging roles than those (or which 
they were basically trained in their respective professions. 

The schools of public heMlh in IR stales and Puerto Rico constitute a source of 
comprehensively-trained public health professionals to serve the federal jjovernment, the 50 stites 
and the private sector All of the miny disciplines relevant to public health arc represented on 
these schools' faculties, familiarizing students with today's array of major health problems and 
the mullidisciplinary approach required for their solution. To meet the inevitably grov^inj 
demands oV the Year 2000 Objectives for leaders with the comprehensive tnitnng that schools ol 
public health provide, the schools must be enabled to fund (1) the costs of recruiting and 
financially assisting students as needed, and C) to convey a part of the costs of strengthening and 
expanding their teaching progrinis. especially in areas ol CJttreme urgency, such as AIDS, 
substance abuse, injuries, maternal and child health, health care axailability, quality and costs, 
health needs of the elderly and environmental and occupational health hazards 

Ihe follo^^ing proposal by the Association of Schools of Public Health (ASPH) ouihncs a 
me;ins for the federal government to ihare with the sch.;ols of public health responsibility of 
furthering the Year 2000 Objectives by providing adequate leadership for the undertaking 

vfP^; ( lAL PROJECTS 

It IS proposed that Part 1 (Special Projects) of Trtlc Vll (42 U S C :^5f-: ct scq ) of the PUS 
A. t be amended to delete present language from Section 790A and to substitute new languiMC 
uuthoruing the Secretiry to make grants to accredited schools nf public health .n the interest ol 
accomplish if^g the ^'car 2000 Objcctnes Such grants would enable the schools to: 

(1) Provide graduate students with comprehensive knowledge and skills required for them 
to worK eflectivcl) toward attainment of Year 2000 Objectives 

(2) Recruit candidates for griduate education in preparation lor public service in speciali es 
that arc in jhort supply jnd necessary to accomplish the Year 2000 Objectives 

(3) Increase enrollment of minority and disadvantaned students for comprehensive gradu;iic 
training leading lo public health professions" careers contributing with special 
in^portance lo achieving the Year 2000 Objectives 

(4) Strengthen existing departments of instruction, specialized teachiPR programs and 
curricula and develop, as needed, new deparlmenis, specialized teaching programs -nd 
Courses to prepare students, as public health profcssicmah. to cope with specific, 
especially severe health problems targeted in the Year 2000 Objectives. 

(5) Strengthen and extend continuing education, non-degree teaching program*,, to piillic 
health officials in the field, both locally and regionally, in furtherance of the Year 
2000 Objectives 

Strengthe-) and expand leaching program-;. :n needed for pan-lime denree c;»n.lKl ues. 
including those who are emplo>cd fulMimc and need such special provisions as evening, 
weekend and sunmier courses 

(7) Kstablish firm links vMth Rovernmeni.il and private health agencies and mt^titutions as 
sites lor field practice training of 'students and for faculty consultative services lo the 
cooperating :if(encies and institutions uptm whose effectiveness success of the Y' '000 
Objectives campaign \m11 depend hcavilv 

(8) Improve access to preventive services and other conimunitybased programs 



(6) 



214 



f or purposes of .-arrying out Section mA as reworded, it is proposed that there be authorized 
(0 be appropriated $10 million for fiscal year 1992. $15 million for fiscal year i993. and S:0 
million ff r fiscal year 1994. 

TRAIN EI-giHIPS 

Ii (S proposed that Sec 792 (Traineeships) of Title V!! of the PHS Act be renewed with 
amendments increasing the amoi-nts authorized for appropriations under .he authority of the 
Sccretar> lo make grants to accredited schools of public health to provide traineeships for 
increasing numbers of graduate students preparing to serve the Year 200C Objectives particularl) 
sludc.Us representing disciplines and specialties in short supply. Such traineeships would be 
u\^ardcd primarily to students in the following categories: 

(1) Minority and disadvant:»gc; students. 

C) Physicians, scientists and engineers who are in extremely short supply in the public 
health field 

(3) Students in other area', of severe personnel shortage including cpiden^iology, biostatisiics. 
preventive medicine, public health dentistry, public health nutrition, public health 
nursing -id environmental and occupational health specialties such as in toxicology and 
chemistry. 

(4) Students in specialized training in such areas as maternal and child health, AIDS 
prevention and control, drug aDuse, infant mortality, injury prevention and control, 
tosic wastes, chronic disease prevention and contro'. health problems in nunority 
populations, health problems of the elderly, migrant' and immigrants, health care access, 
quality ;ind cost of medical care, and the need for effective health promotion programs 
in irban and rural arras. 

lor purposes of carrying out Section 792 as amended, it is proposed thai there be juthuri/ed 
to be appropriated SIO million for fiscal year 1992, $15 million for fiscal 1993. and 520 million 
for fiscal year 1994 

FKf.VENTlVfc MEDICINE RESIDENCIES 

It IS proposed that Sec 7gg (c> of Title VM, PHS Act, be renewed to continue federal support 
for preventive medicine residency (PMRs) programs. According to MMS. shortages or physicians 
trained in public and preventive medicine exist. The 1980 report of the MHS CJraduate Medical 
rducation National Advisory Committee (GMF.NAC) projected a shortfall in supply of preventive 
medicine specialists of 25 percent by 19'W. In 1988 the MHS Council on Graduate Medical 
Hducation validated this assessment. In his 1990 .-eport on the status of US. health personnel. 
Secretary Sullivan affirmed a shortage of public and community health personnel, including 
ph>sicians trained in public and preventive medicine At the same timr. meeting the Year 2000 
Objectives will require a substantial number of personnel trained to provide health promotion and 
disease prevention services. 

lor the purpose of carrying out Section 788 (c). it is proposed that there be authorized t(i be 
appropri;Ued $5 million for fiscal year 1992. $7 miilion for fiscal year 1993 and $10 million for 
fiscal yea.- 1994. 
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II is nronoscd that Sec 787, PHS Aci. be renewed lo conclnue federal xupporC tor Che Healih 
Careen Opporiunity Program (HCOP). HCOP serves as Che principal federal hcahh uaimng 
aclivlly for underrepre%enCed minorilies and olher siudenls who are financially or oiherwisc 
dijadvaniaged. According to HHS, there is an increased demand and need for well-trained 
minorlly public heaUh professionals. Preliminary and enrichmenC education have proves Co be 
successful in removing Che barriers (hat have caused lh< persisienl underrepresrnCajion ol 
minorilies in public he? lh Increased HCOP funding will Piake available addilional dollars for 
support services to prepare students to successfully compete for entry into and graduaiion from 
schools of public health in order to address ihc national health needs • f the nation (Year .000 
Health Objectives). 

Tor the purpose ol carrying out Section 787, ii is proposed ihat there be authori/cd in be 
appropriated $40 million for fiscal year 1992. $42 million for fiscal year 1993, and $45 million 
for fiscal year 1994. 



PRFVFNMON TRNTERS 

I( is proposed Ihat Sec 1706 of Tiilc XVll, PHS Act. ^e renewed to coniinue federal support 
for the CDC prevention center"* grant program. Initiated in I<i86. seven centers arc currently 
funded They are conducting research that focuses on ways to promote health and prevent 
disease. Each center works closely with local health agencies as well as with providers of hea th 
service:, to develop new ways of promoting health and on improved methods of appraising heilth 
hazards and risK factors. In short, they are developing siate-of-thc-art prevention techn«ques. 
Located in the mulli-disciplinary schools of public health, the centers serve as demonstration sties 
for translating new knowledge into practice. 

For purposes of carrying out Section 1706. it is proposed that there be authorized be 
appropriated $10 million for fiscal year 1992. $11 million for fiscal year 1995 and 513 million 
for fiscal year 1994 
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Mr. Bruce. Th»nk you, Dr. Rosenfield. We will now hear from 
Dr. Patricia L. Ewalt. She is accompanied by Dr. Frank B. Ray- 
mond, President of the National Association of Deans, Director of 
Schools of Social Work. 

Doctor, happy to have Dr. Raymond with us also. 

STATEMENT OF PATRICIA L. EWALT 

Ms. Ewalt. Thank you very much. 

Good afternoon, Mr. Bruce and Mr. Towns. 

My name is Patricia Ewalt, dean of the school of social work at 
the University of Hawaii and as our chairman said, I am accompa- 
nied by Dean Frank Raymond, who is our national president of the 
Deans and Director of Schools of Social Work. 

I am representing here today both the deans and directors and 
the National Association of Social Workers. 

The deans and directors in turn represent graduate programs of 
social work in nearly every State as well as the District of Colum- 
bia and Puerto Rico. NASW represents 135,000 members national- 
ly- 

My objective today is to encourage you to recognize social work 
as a health profession in title VII, so that graduate programs of 
social workers eligible to compete for appropriate research and 
training opportunities. Schools of social work are currently identi- 
fied in only one section of title VII to support graduate education 
and health administration, hospital administration and health 
planning. 

During the reauthorization of title VII in 1988, social work was 
not defined as a health profession, as an allied health profession. 
Therefore, social workers are identified as neither members of 
allied health professions nor as a health professional. 

I would like to explain why social work should be recognized as a 
health profession in title VII. Too ofU the profession is still re- 
garded as restricted to roles in public asi^istance. 

While many of our members do practice in public assisl nee and 
child welfare, social worker encompasses many other specialities. I 
might mention at this time our pride in Mr. Towns who is a profes- 
sional social worker. We are very pleased that he is on this com- 
mittee and in the Congress. 

Social workers have, in fact, been involved in health care since 
before the turn of the century. The Massachusetts General Hospi- 
tal in Boston hired its fii ,i: medical social workc-r in 1905. 

Today most, I would say practically all major hospitals have de- 
partments of social work. Social workers perform, for example, 
preadmission planning. 

They assess the social and emotional factors that contribute to 
the patient's condition and that may interfere v/ith the plan of 
treatment. They do discharge planning to facilitate effective after 
care. 

They do financial counseling, community health education and 
they lead support groups related to such problems as cancer, AIDS, 
head injury, cardiac problems and stroke education. 

In 1987, surgeon William DeVries, who implanted the first artifi- 
cial heart, said social work is absolutely critical to medical success 
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of heart transplantation and heart implementation. Social work as- 
sessment is critical in screening patients to determine whether the 
individual is equipped to comply with the rigorous regiment and 
whether the individual has a good family support system and an 
understanding of the process. 

We found the social work stage in whether we would accept a pa- 
tient or not, is every bit as critical for well being as any medical 
stake. The same is true for any type of transplantation. 

Social work role in primary health care is not restricted to the 
hospital. It goes to health centers, home health agencies, rehabili- 
tation facilities, hospices, prenatal and perinatal programs. 

These are, for instance, standards established by NASW for prac- 
tice in various health settings. 

Examples of the benefits of social work intervention in home 
health ca.a include the following: Early social work assessment 
and intf.rvention in home health, expedite shorter periods of skilled 
nursing and other medical services. 

Social work services increases the patient's ability to stay at 
home, thus preventing rehospitalization. Social work services stabi- 
lize the care giver system and additionally promote recovery in the 
home. Social work services prevent costly crisis reaction by the pa- 
tient and by the support system. 

Clinical social work is, in fact, the single largest professional pro- 
vided mental health care in the United States. The profession is a 
licensed health care profession in both Medicare and Medicaid. 

Clinical social workers are recognized as independent providers 
of outpatient medical health care in all Federal health insurance 
programs, including FEHB, Medicare and CHAMUS. 

The inclusion of social workers in the identified health profession 
within the title VII programs is of great importance to social work 
education. 

Currently, schools of social work are severely limited in applying 
for title VII program funding opportunities, if not outright intUgi- 
ble. I might mention that there are very fine medical schools in 
both of your districts, and they are ineligible, of course, for these 
programs. 

We feel the social work profession is at a distinct disadvantage. 
Social workers are on the faculty of medical schools throughout the 
country, yet we are unable to compete for health educational op- 
portunities to train our own students. 

My Senator, Senator Inouye, has been instrumental in recogniz- 
ing the profession's role in health and mental health care delivery. 
Through his leadership, schools of social workers are eligible to 
participate in the interdisciplinary rural health training position of 
HKSA. 

I might say our own school received one of those grants. Schools 
of social work are eligible to apply for funds to assist disadvantaged 
students through HCOP, pf^rtaining to the Indian Health Service. 

I ask your help in extending this recognition to appropriate title 
VII programs of the Publ ': Health Service Act. 

Thank you very much for inviting us to testify. 

[The prepared statement of Ms. Ewalc follows:] 
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Prepared Statement of Patricia L. Ewalt, on Behalf of the National Associa- 
tion OF Social Workers and the National Association of Deans and Direc- 
tors OF Schools of Social Work 

Good Morning. My name is Patricia Ewalt. I am Dean of the School of Social 
Work at the University of Hawaii at Manoa. I am here today on behalf of the Na- 
tional Association of Social Workers [NASW] and the National Association of Deans 
and Directors of Schools of Social Work. NASW represents 135,000 professional 
social workers nationwide, two-thirds of whom practice in health and mental health 
care settings. 

My objective today is to encourage you to recognize social work as a health profes- 
sion in selected Title VII programs so that graduate schools of social work are eligi- 
ble to compete for appropriate research and training opportunities. 

First, I would like to provide some information on the social work profession's 
role in primary health and mental health care delivery. Too often, I believe, the pro- 
fession is still popularly regarded as restricted to roles in public assistance. While 
many members of the profession do practice in public assistance and child welfare 
programs, social work fields of practice encompass many other specialties. 

Social workers have been involved in the health care field since before the turn of 
the century. In fact, Massachusetts G*»p.eral Hospital in Boston hired its first medi- 
cal social worker in 1905. Today, most major hospitals have Departments of Social 
Work. Social workers perform such functions as: preadmission planning; assessment 
of social and emotional factors that contribute to the patient's condition and may 
interface with the plan of treatment and recovery; discharge planning to facilitate 
effective aftercare; illness adjustment and management counseling; financial coun- 
seling; patient and family advocacy; and patient and family conferences. In addition, 
hospital social workers are often involved in community health education and pro- 
motion activities and lead support groups related to cancer, AIDS, head injury, car- 
diac problems and stroke education. 

In 1987, surgeon William DeVries, who implanted the first artificial hearts, said, 
"Social work is absolutely critical to the medical success of heart transplantation 
and heart implementation." With these extremely delicate and complicated proce- 
dures, social work assessment is critical in screening patients to determine whether 
the individual is equipped to romply with the rigorous regimen that patients must 
follow ot:ce the surgery is completed and whether the individual has a good family 
support system and an understanding of the process. In addition, the social worker 
works with the patient and family during the stressful waiting period for an appro- 
priate donor. "We found the social work stake in whether we would accept a patient 
or not was every bit as critical for well-being is any medical stake," said Dr. DeV- 
ries. 

Social work'.s role in primary health care is not restricted to the hospital. Social 
workers practice in virtually every type of health care setting including community 
health centers, health maintenance organizations, home health agencies, rehabilita- 
tion facilities, hospices, prenatal and perinatal programs, etc. 

I'd like to provide one example of how the Health Care Financing Administration 
defines the role of social 'A'ork in home health, a condition of participation in the 
Medicare home health program. 

"The social worker assists! the physician and other team members in understand- 
ing the significant social and emotional factors related to the health problems, par- 
ticipates in the development of the plan of treatment, prepares cliniral and progress 
notes, works with the family, utilizes appropriate community resources, participates 
in discharge planning and inservice programs, and acts as a consultant to other 
agency personnel." (42 CFR, section 405.1226) 

In home health care, social work functions include, but are not limited to: 

(1) Skilled assessment of the social, economic, environmental and psychoeniotional 
factors related to the patient s illness, need for care, response to treatment and ad- 
justment to care; followed by care plan development. 

(2) Cxjunseling for long-range planning and decisionmaking, including: assessment 
of the patient's needs for lonfcJ terni care, evaluation of the home and family situa- 
tion » enabling patient and family to develop an in-home care system, exploring al- 
ternatives to in-home care, when needed, and arrangement for placement. 

(U) Community resource planning, including education, advocacy, referral and 
linkage to community services. 

(4) Short-term therapy or goal-oriented intervention diif.'cted toward: man;igement 
of terminal illness, reaction arid adjustment to illness, strengthening the family sup- 
port system, and conflict resolution related to the chronicity of illness. 
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(5) Crisis intervention and problem resolution aflsociated with high riak indicators 
endangering a patient's mental and physical health, such as: abuse and neglect, in- 
adequate food or medical 8uppl?«^, nigh suicidal potential, or an unsafe environ- 
ment. 

The benefits of social work intervention in home health care include the follow- 
ing: 

(1) Data suggests that early sociai work assessment and intervention in home care 
expedite shorter periods of skilled nursing and other medical services. 

(2) Social work services that address the social and emotional problems which neg- 
atively the patient's response to treatment increase the patient*s ability to stay at 
home, thus preventing rehospitalizatioii or other costly institutionalization. 

(3) Social work services that strengthen the family and other support systems, as 
well as provide a linkage to needed community resources, stabilize the caregiver 
system and additionally promote recovery in the home. 

(4) Social work services that promote long-term planning allow the patient lo con- 
tinue to act on his or her own behalf, consequently preventing or reducing costly 
'•crisis reactions" by the patient and support system. 

Today, clinical scK:ial work is the single largest profession providing mental heath 
care in the U.S. The profession is legally regulated in all but one state, and is iden- 
tified as a "licensed health care profession*' in both the Medicare and Medicaid stat- 
utes; Additionally, clinical social workers are recognized as independent providers of 
outpatient mental health care in all federal health insurance programs (Medicare, 
the Federal Employees Health Benefits Program, and the Civilian Health and Medi- 
cal Program of the Uniformed Services). 

Despite the profession's historical role in health care delivery, few opportunities 
exist for training social workers through federal training programs for the health 
pioiessions. The exception is the National Institute of Mental Health's Clinical 
Training Program which is currently funded at $13.7 million and provides aasist- 
auce to five mental health professions, including clinical social work. 

Renewed attention has been direct^jd toward the need to provide training opportu- 
nities for social workers in health care during recent years. The President's Cx)m- 
mission on the Human Immunodeficiency Virus [HIV] Epidemic and the 1990 
Senate Appropriations Report urged that scholarships be made available through 
the National Health Service Corps [NHSC] Program to train medical social workers 
for service in HIV-endemic aroas. 

Schools of 80<?ial work, howi ver, are currently identified in only one section of 
Title VII. Section 79U2) .luthorizes funding for different entities, including schools 
of social work, to support graduate education in health administration, hospital ad- 
ministration and health planning. 

During reauthorization of the Title VII progratns through the 1988 Health Profes- 
sions Reauthorization Act (P.L. 100-607), an individual with a degree in social work 
was added to the list of health professionals that are not considered to be an allied 
health professional. However, social work was not defined as a heath profession for 
purposes of Title VII program opportunities. 

Accordingly, professional social workers are identified as neither members of the 
allied healtn profession nor a health profession for purposes of the Title VII health 
training opportunities. 

The inclusion of social work as an identified health profession within the Title VII 
programs is of great importance to social work education. Currently, schools of 
social work are severely limited in applying for Title VII program funding opportu- 
nities, if not outright ineligible. For example, schools of social work are not defined 
as health professional schools in eligibility criteria for NIH Biomedical Research 
Support Grants. This is true even though schools niay meet all other criteria be- 
cause social work is not in th^ basit '^ublic Health Service t^efinition. 

Some programs authorizes through Title VII, such as the Health Careers Oppor- 
tunity Program, allow more flexibility in funding opportunities. However, given 
budget constraints, schools which are not identified as training the specified health 
pro^ssions or allied health professionals are rarely granted funding support. 

In addition, the PHS Act is often used as the base for new legislative initiatives in 
the training of health professions. Social work is generally omitted from consider- 
ation in the new initiatives because it is not identified in the PHS Act. 

Mr. Chairman, we feel that the social work profession is at a distinct disadvan- 
tage. Professional social workers are on the faculty of various medical schools 
throughout the country. Yet, we are unable to compete for available health educa- 
tional opportunities to train our own students. 

My Senator, Senator Inouye, luis been instrumental in recognizing the profes- 
sion s role in health and mental health care delivery. Through his leadership. 
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schools of social work are now eligible to participate in the Interdisciplinary Rural 
Health Training Initiative of the Health Resources and Services Administration. 
And schools of social work are eligible to apply for funds to assist disadvantaged 
students through the Health Careers Opportunity Program of the Indian Health 
Service. 

I ask your help in extending this recognition to appropriate Title VII programs of 
the Public Health Service Act. Specifically, we seek your help in: Adding a *'gradu- 
ate program in social work" to the definitions in section 701 (4) and (5); adding 
"social workers'* to the list of providers for whom the Secretary collects health pro- 
fessions data in section 708(a); adding **social work" to the list of schools in which 
students may be enrolled for eligibility for federal loan assistance in section 729(a); 
adding "schools of social work" to the list of eligible schools whose disadvantaged 
students may apply for assistance [HCOP] in section 787(aKl); and adding "social 
work" to the list of schools which may receive support for projects which teach 
health professions students to provide for the health care needs of individuals with 
AIDS in section 788B(aXl). 

Thank you for the opportunity to present this testimony before the Subcommittee. 

Mr. Bruce. We appreciate your testimony. I understand Dr. Ro- 
senfield, you have to catch a plane and need to be excused if we 
can. 

Mr. Towns, do you have a question for Dr. Rosenfield? 

Mr. Towns. No. I would like to as you to yield for unanimous 
consent request to include my statement in the record. I was not 
here at the opening this morning. 

Mr. Bruce. Should I mention you were a professional social 
worker before you got here? 

Mr. Towns. No question aboui it. 

May I add a good one. 

Mr. Bruce. It will be included in the record. 
[The prepared statement of Mr. Towns follows:] 

Prepared Statement of Hon. Ed Towns 

Mr. Chairman, I am very pleased that the subcommittee will have an opportunity 
to hear testimony today in preparation for the reauthorization of title Vll, Health 
Manpower Programs, and title VIII, Nursing Education Programs, of the Public 
Health Service Act. 

New York City has specific concerns in at least two areas, discrimination against 
foreign medical graduates and transition in nursing careers^ which I hope we can 
address in the reauthorization process. A number of our city s hospitals are heavily 
staffed by international medical graduates. During the subcommittee's last consider- 
ation of title VII, a GAO report was requested to mvestigate the issue of discrimina- 
tion faced by IMGs. That report entitled "Medical Licensing by Endorsement: re- 
Quirements Differ for Graduates of Foreign and U.S. Medical Schools" recommended 
tnat a clearinghouse for medical credentials be established in order to streamline 
the process of State-to-State licensing. Legislation introduced by Congressman 
Mervyn Dymally and myself would create just such a national clearinghouse with 
oversight by the Secretary of HHS. I am pleaded to see that Congressman Steve 
Solarz who is a well-known advocate in this area will also be testifying today on the 
IMG issue. 

Second, Mr. Chairman, the greater New York Hospital Association has developed 
a successful transition education program designee! to ease New York's nursing 
shortage. This program which is called Project LINC, for "Ladders in Nursing Ca- 
reers,' provides hospital employees their full-time salary while working at the hos- 
pital part-time and studying for an LPN or RN degree. In just 2 years, the program 
nas graduated 96 participants. A total of 130 will have graduated by the end of this 
year. Despite this success, LINC has been unable to receive funding under the spe- 
cial grant provisions of title VIII. 

Mr. Chairman, I would like to submit two articles on the above issues for the 
record and I hope that concerns I have raised here today can be addressed during 
reauthorization. 

Mr. Bruce. Dr. Rosenfield, we appreciate your testimony. We 
will let you get on your airplane. 
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Mr. RosKNFiELD. Thank you very much, Mr. Chairman. 

Mr, Bhucl:, I was just going through all the figures and including 
by implication Dr. Ewalt, we will put you in the health professions 
here for today's discussion by order of the chairman. 

There is a shortage o. physical therapists, occupational thera- 
pists, speech language therapists, medical technologists, cytotech- 
nologists. There are six physical therapy jobs fo^ every one person. 
Hospitals have had to close emergency rooms, intensive care beds. 

Forty-eight percent of hospitals have difficult recruiting allied 
health professions. Twenty-five percent have trouble retaining 
those that we have. 

The VA hospital, one in my district, in fact, reports a vacancy 
rale of '^(5 percent for physical therapist:^ and 19 percent for occupa- 
tional therapists. We need an 87 percf-nt increased in most of the 
ailiod health professions by the year ?0()0, 

Givon all those facts, can you explain to me what we are doing 
wroni4 when the cMV.in^ PVderal Government puts forward $700,000 
in VM) and $1.4 million for special projects for allied health care 
professionals? 

What is it that you and I are doing wrong? I would just like to 
have, starting with Mr. Selker and Mr. Snyder and Dr. Ewalt, all 
of you give me some idea why it is. 

When had a nurse shortage nationwide, State legislative 
bodie:,, the U.S. Congress all kind of joined together. We have a 
tendency, 1 think to have a larger crisis, but it is not perceived as a 
crisis. 

Dr, Selker? 

Mr. Sklkeh. Thank you. 

First of all, the very first thing that strikes me is there is, it 
seems there is no w^ay we could have a common understanding of 
the problem and still arHve at those kinds of numbers in terms of 
support. That obviously ts to be a major barrier. 

I think a second reason for why we are confronted with this cir- 
cumstance is because the allied health professions are by definition 
a diverse, multidisciplinary group, it has historically been a group 
that has been harder to understand. I think it was DeGaulle who 
said about the French people and people with over 100 types of 
cheese are impossible to govern. 

In some ways this is the way it is with the allied health profes- 
sions as well. Because we have such poor data on the allied health 
professions and because the group is so diverse, it is also very diffi- 
cult to create a common understanding of the problem as we were 
able to do with the nursing shortage and with some of the other 
shortages that confronted us. 

In terms of addressing the problem, once again, the faculty short- 
age appears to be a major contributor. In a lot of data you have 
just referred to, taking physical therapy as one example, the physi- 
cal therapy faculty work with small numbers of students, transmit- 
ting to them the hands-on kinds of skills that they have to know to 
give quality patient care. 

There is no way that small group can be put in an amphitheater 
with 600 to 800 students. So we can*t iust automatically turn up 
the crank in terms of producing physical therapists. 
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The need for additional faculty would allow us to expand enroll- 
ments. That is only part of the picture. We have to make the aca- 
demic environment more congenial to allied health professions as 
well. 

Allied health professionals are, relatively speaking, new comers 
to major research universities and yet are expected to compete 
with the more traditional disciplines and basic sciences in terms of 
research accomplishments and major accomplishments to their 
body of knowledge. 

One of the things we are experiencing in our physical therapy 
department, for example, we have a dozen physical therapists who 
are winning at the National Science Foundation, which is unheard 
of, who are winning at NIH. 

But they don't have the traditional support structure that basic 
science faculty have where there is a small cadre of pre- and post- 
doctoral individuals, fellows who can support the research effort. 
We have this one group of very capable academic researchers who 
are at an extraordinarily risk for burn out. 

Then ws have another subpopulation of academic faculty who 
need more work in terms of faculty development and training in 
how to do research, how to contribute to the knowledge base within 
the respective allied health disciplines, how to do health services 
research within the respective allied health disciplines to deter- 
mine if their disciplines are efficacious and are of high quality. 

As I say, it is a complex problem. Probably the root of it is the 
diversity of the allied health professions make it more difficult to 
create a common understanding of the problem. 

Mr. Bruce. Dr. Snyder? 

Mr. Snyder. Thank you. 

I would add one more piece. Virtually all allied health programs 
rely on a close partnership with a health care facility. 

The clinical education component is clinical. There are limited 
spaces available to do that kind of education. 

For the medical laboratory community we basically have two 
problems that I would point to. There has been a declinmg number 
of students who are choosing the medical laboratory area as a 
career field for a variety of reasons. 

Some of it has to do with our image problem. I frequently go to 
high schools and talk to high school students saying there are ca- 
reers in allied health. 

"I am a medical technologist; do you know what I do?" 

No idea. They think I ride in an ambulance or I work with com- 
puters. 

Clinical laboratory is not part of that, Even though many of 
them as I talk to them have an interest in the laboratories that 
they are doing experiments in high school, and I say, "But, that is 
my job in health care. You can be one, too.'' 

So part of it is image problem and recruitment to the profession. 

The second is a decrease in the number of programs of education- 
al programs. They are shrinking more in the hospital-based educa- 
tional programs. These are programs sponsored by hospitals the 
senior year of a baccalaureate degree. 
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Theso have primarily been in rural settings. I am a product of a 
medical technology program that was hospital based in a communi- 
ty of 5,000, a good quality program. 

I was happy to serve, happy to work in that community after- 
ward. That program fortunately is one of the 400 and some that 
exist today, but we have lost 200 io 300 of these kinds of programs. 
That is what is drawing back on our shortages. 

T..e answers we have talked about today. We have talked about 
ways to deal with recruitment. We have talked about scholarships 
and stipends and so forth. 

Congressman Slattery's bill has worked to address that as well as 
the other initiatives I have mentioned from ASCP. We have talked 
about innovative ways of delivering education, long distance tech- 
nology. 

I was pleased to hear the nursing group was talking about beam- 
ing courses out. Maybe we need to beam those courses to those 
rural hospitals from the academic health centers like the UFI at 
Chicago. 

We also need to talk about curricula that can accommodate stu- 
dents who are today a nontraditional variety. It may mean doing 
some evening classes instead of a straight 8 to 5 Monday through 
Friday curriculum. 

These are working parents sometimes, people that are willing to 
shift careers. These are part of the answers to all this. 

Mr. Bruce. Thank you. 

Dr. Ewalt? 

Ms. EwALT. Thank you. 

The graduate programs of social work turn out about 4,000 
health related graduates in health and mental health in a year. In 
our school over the last 4 years we have more than doubled the 
number of graduates. There is still a shortage. 

I think the public does not recognize that there is a shortage 
until the shortage affects them or their families. They think in 
health in general, I think that the problems are going to happen to 
somebody else until it happens to them. 

Until it becomes a public issue, it is very hard for people to rec- 
ognize the magnitude of the problem. Congress has these figures 
available, but the people don't seem to understand until it becomes 
a public issue. 

In our State it is a public issue. It is in the paper at least weekly 
about the social work shortage. So people can come to understand 
when it does affect them and they don't have a social worker to see 
to their relatives or themselves when they have either an acute or 
long-term problem. 

Mr. Bruce. How do you bump that on the front pages or at least 
into the papers of your Hawaiian papers? 

What did you do to get that issue brought to the public? 

Ms. Ewalt. Two ways: One is the negative way. It became so se- 
rious that there weren't enough social workers to go around. There 
were a couple of court cases, and it was because overwork of the 
social worl^ers that were on the job and couldn't cover 80 cases or 
40 cases or whatever it was in their line of work. 

There was trouble, as so often it takes some disaster to bring it 
to our attention. 
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The more positive side is the increase in legislators paying atten- 
tion to that and the public is, too. You double the program and 
offer the program in all four of our major islands and do it at night 
as well as the day, people do appreciate that. That takes resources. 

It takes, perhaps, trouble on the bad side and it also takes some 
creative responsiveness. That does take some money. 

May Dean Raymond also add to that? 

Mr. Bruce. I was going to ask the very question of Dean Ray- 
mond, if he had anything to add to this question of how do we 
bring to the attention of the public the shortage and mobilize the 
various allied professions to do that so that Congress will respond 
with additi' nal funding. 

Mr. Raymond. I think one way is to call to the public's attention 
the change of demographics and the impact this will have on the 
various health professions. The Department of Labor estimated by 
the year 2000 there will be a need for 700,000 geriatric workers. 

Many of these rolls will involve the health professions. The serv- 
ices they will be providing will be in the area of the health field. 

In the field of social work the need for more medical social work- 
ers is going to increase dramatically. There are also, there is also 
going to be an increase of social workers in other areas besides just 
medical care, of course. 

I think the number of social workers involved in the health field 
has not been recognized. As was pointed out earlier, approximately 
two thirds of our graduates do good to work in the areas of health 
and mental health field. 

This is going to continue to grow. We must bring this to the pub- 
lic's attention by calling attention to the changing demographics 
and the roles our professions play and to the fact there are profes- 
sions such as social work that make for a more efficacious health 
system. 

It has been demonstrated through research that the provision cf 
social services in a health setting does reduce costs. I think these 
kinds of facts before the public will help draw attention to the con- 
cerns we are addressing. 

Mr. Bruce. I thank the panel for your testimony and response to 
the questions. 

With no other business coming before this committee this after- 
noon, we stand adjourned. 
[Whereupon, at 3 p.m., the subcommittee adjourned.] 
[The ibliowing material was submitted for the record:] 
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American Academy of Pediatrics 



The American Academy of Pediatrics, '-he Ambulatory Pediatric 
Association, and the Association of Medical School Pediatric 
Department Chairmen submit this statement for the record of the 
hearing held May 30, 1991, regarding Titles VII and VIII of the 
Public Health Service Act, programs which provide financial support 
critical to health professions training. Our organizations 
represent office- and hospital-based practicing pediatricians, 
full-time academic and clinical faculty responsible for the 
training of pediatricians, and the leadership of medical school 
pediatric departments. 

Dur organizations are concerned about maintaining the necessary 
supply of general pediatricians who have been trained to care for 
the special needs of infants, children, and adolescents. The 
Academy is working with the American Medical Students Association 
and the Student National Medical Association to demonstrate to 
medical students the challenges and opportunities of pediatrics. 
It ia also examining other options for promoting pediatrics to 
medical students. 

The Primary Care Training Grant for General Internal Medicine and 
General Pediatrics program is a small, but crucial, source of 
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funding for the training of primary care pediatricians. To 
eliminate this program could mean a reduction in the number of 
pediatric residents. It would, however, affect the nature of ihe 
training in many institutions and remove some out-of-hospital 
training sites now used. 

BACKGROU ND 

Section 784 of the Health Professions Training Assistance Act of 
1986 authorizes grants by the federal government administered 
through the Bureau of Health Professions, HRSA, of the Public 
Health Service for residency training in general internal medicine 
or general pediatrics. This program was started in the 
mid-seventies as the answer to a perceived need to increase the 
supply of primary care physicians. This program was intended to 
provide monies to improve the residency educational experience with 
the anticipated outcome being an increase in physicians choosing to 
practice primary care. It must be reiterated that this is 
primarily an educational program, not one intended to provide 
service to any specific population. 

Primary care pediritric residency education is designed to produce 
primary care physicians capable of providing primary health care 
for infants, children and adolescents. Pediatricians are expected 
to manage both »-cute and chronic health problems, to care for 
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children with emotional disturbances and disabling conditions, to 
provide counseling for problems that are psychosocial or behavioral 
in nature, to be aware of cultural and community influences, to 
utilize comirmnity resources, and to collaborate with other health 
care givers. We now know that many complex pediatric problems 
often can be best managed on an ambulatory or outpatient basis. 

This means that the educational experience must be structured to 
provide appropriate training. The training often uses a variety of 
traditional and non-traditional sites and settings. These sites 
includs community hospitals and tertiary care institutions, 
hospital-based ambulatory care clinics, community health centers, 
and private practitioners offices. 

Unfortunately, such primary care training is expensive. Current 
payment sources, whether from direct payment by the patient or 
through third-party reimbursement, cannot cover the costs of using 
these non-traditional training sites. Inpatient, tertiary, and 
procedure oriented cars are more lucrative sources of revenue for 
hospitals and training institutions; hospital-based ambulatory care 
and out-of -hospital sites, especially ones whose patients are 
low-income or Medicaid-eligible, do not generate the same level of 
income. However, the value of such training has been recognized — 
most recently by the HHS Council on Graduate Medical Education in 
its July, 1988, report. The grants from the Title VII program can 
mean the difference between using inpatient and hospital-based 
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training sites or those focused on providing primary health care. 

While there have been few studies, it appears that a majority of 
the residents involved in the primary care training programs have 
gone on to practice primary care pediatrics or general internal 
medicine, with about 50 percent of them serving in rural or 
socioeconomically deprived urban areas. Such a record proves that 
it is possible to train primary care physicians who will serve the 
neediest populations. 

For pediatrics overall, we do know that many (nearly thirty 
percent) residents continue training through at least one year of a 
subspecialty fellowship. Some of these individuals do not become 
board certified in that subspecialty and go into general 
pediatrics. Some subspecialties for pediatrics do not yet have a 
certifying exam. Many of the subspecialties for pediatrics enhance 
the ability to provide primary care — i.e., adolescent medicine 
and behavioral pediatrics. It is our belief, however, that only a 
few residents completing a primary care training program continue 
training by entering a 8ubspe':ialty fellowship. 

CURRENT PROPOSALS 

Our organizations advocate maintaining the existing program with 
the additional authority to use monies from this program for 
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presort iMr^] grantf? to Gnhance medical student? expo^ jre to qone^ial 
P<MUattli:H. Surh olf^rkship- are allowod in the fam:.ty mpdicine 
proqiair of Title VJ 1 and are an important pource ct funding for 
] f-rK?h I p.s . 

Kiindlny for Mu' program hat* llnc tiMted slicjhtly uvp* i ho par^t tpn 
ypat-H, hut, in esponcp, rt has bnc^n derreasinq. This has meant 
t:>at fi'^m< fxrpilnn^ piogrdm? aro bt^inq approved but not funded. 
Al- « hr- f..i.ub».i «'f funded granlF^ ine-l idi^s thnse n-;( -'jviny 
pt»«'»s«'~d( Hvn m.-:\ i "'S 

uur or'j-Jn i JMt i"n;- .jrf \»:^ry c.-f^MceriiPd nbout 1 ht? l'-\c:k of access to 
h(?<'U.h carr, hrth- duv U) fiaancia -. and non- f i naiic i. u I barri^rn. The 
A'-.i-t'-my • ^* top f>ii-iity ij^ t(^ acidrp.^s this nood . Tiir- Ambulatory 
p.-fii all i*" Association is dt-?vfjlopi ny quidftJinws f«n ( urriculum for 
pr<»qrtims to ij:;o in sorvi.ny t ho undorserved . Wo do not support 
loqirJatinq requ j ronu^nt r. that each qrant<?e niu.st dofumont that its 
ptipulat ion base romos from a particular demoqraphio strata or 
gorujraptiir area. Many of tht\'^o programs currently provide rare 
for the undt^rserved populations, but that js done to fulfill an 
educational cbjective, not a servjce objective. 

We also dt) not support H.H. 22M which would amend this program to 
require medical schools and hospitals receiving a general internal 
medicinr> or general pediatrii-s graiit to have, at a minimum, a tie 
to a medical school with a department or division of family 
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mrdirine. Medical .school curricula can bt? structu rcjri ta yiv'o 
adequate experion^o and exposure to primary care witliout requi-ing 
a separate department, or division ot family medicine. 



SUMMARY 

In sunuiiary, the thrtu? organizations submittiny this st iment make 
the lol lowing recoininc^nUat ions : 

* The Primary Care Training Grants tt.^r CJeneral Internal 
Medicine and Ueneral Pediatrics should be reauthorized. 

* There should be additional atithority included to allow 
ior predoctoral clerk.ships for medical students o 
provide t\n educational experience in g'^neral pod.atrics. 



* Thf:>re ph'-iild not be sperific re'^u i remr^nt s fnr providing 
service t<^ underserved populations, rural or urban. 

* There should not be a requirement that medical schools 
roceivin'] these grants have a department or division of 
family medicine. 

Over the span of this reautlior i zat i on we ask for the fcllowinq 
out- hor ii!at ion levols: fiscal year 1992 $2 7 million; fiscal year 
1*^93 — $31 million; iiscal year 1994 - $36 million. The 
predocforal granty should be new monies:, not decroase the existing 
program . 

Thank you for the opportunity to present our comments. 
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American Academy of Physician Assistants 

950 North Washington Street, Alexandria, Virginia 22314 

MR, CHAIRMAN, ON BEHALF OF THE AMERICAN ACADEMY OF PHYSICIAN 
ASSISTANTS AND THE 22,000 PHYSICIAN ASSISTANTS (PA«) WE 
REPRESENT, I WANT TO THANK YOU FOR THIS OPfORItlNITY TO EXPRESS 
OUR VIEWS ON REAUTHORIZATION OF THE TITLE VII PROGRAMS OF THE 
PUBLIC HEALTH SERVICE. 

FOR NEARLY 20 YEARS, THE FEDERAL GOVERNMENT HAS HELPED TO 
NURTURE AND FOSTER GROt^ IN THE PA PROFESSION, THE HEALTH AND 
ENVIRONMENT SUBCOMMITTEE UNDER YOUR LEADERSHIP HAS BEEN AN 
IMPORTANT PART OF THAT PROCESS. 

IT IS IMPORTANT FOR MEI-IBERS OF THE SUBCOMMITTEE TO UNDERSTAND 
THAT THE FEDERAL GOVERNMENT'S SUPPORT ^^FOR PA EDUCATION HAS HAD A 
TANGIBLE AND LASTING IMPACT ON ACCESS TO AFFORDABLE HEALTH CARE 
FOR MILLIONS OF AMERICANS - HEALTH CARE THAT BY AND LARGE WOULD 
NOl' HAVE BEEN AVAILABLE WERE IT NOT FOR PHYSICIATJ ASSISTANTS. 

IT IS ALSO ir-lPORTANT TO NOTE THAT PAs, MORE THAN ANY OTHER 
HEALTH PROFESSION, HAVE MAINTAINED THEIR COMT-lITMEIfr TO SERVING 
THE MEDICALLY UNDERSERVEP. ALTHOUGH THERE HAW BEEN PERIODIC 
DIPS IN THE NUMBERS OF PAs WORKING IN UNDERSERVED COTUIUNXTIES , 
THE FACT REIIAINS THAT MORE PAs, AS A PERCENTAGE OF THE 
PROFESSION, PRACTICE IN RURAL UNDERSERVED COMMUNITIES THAN IS 
TRUE OF ANY OTHER HEALTH PROFESSIONAL GROUP. 
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WHEN A DROP IN THE NU^!BER OF PAS IN UNDEBSE-RVED AREAS linS 
OCCURRED, IT CAN OFTEN BE ITV^CED TO POLICY CHANGES ON THE PART 
OF GOVERNMENT RATHER THAN A CHANGE IN THE EDUCATION OR 
COmiTTIENT OF PAs . 

FOR EXAMPLE, IN THE EARLY 1980s, THE NAT.ONAL HEALTH SERVICE 
CORPS (NHSC) STOPPED ACCEPTING APPLICATIONS FROM PHYSICIAN 
ASSISTANTS AND DISCa^^nNUED RECRUITMENT OF PAs INTO THE CORPS, 
AS MIGHT BE EXPECTED, THIS LED TO A RATHER PRECIPITOUS DROP IN 
THE NUMBER OF PAs IN THE NATlOIvlAL HEALTH SERVICE CORPS. 

RECENTLY, THIS POLICY WAS DISCONTINUED THROUGH THE AVAILABILm' 
OF NHSC CORPS SCHOLARSHIPS FOR PA STLTDE^^■S AND A SERIOUS EFFORT 
BY THE PUBLIC HEALTH SERVICE TO RECRUIT PA STUDENl^S HTO) THE 
CORPS. THE ENERGY & COMJ-IERCE HEALTH SUBCOf'IMITTEE' S SUPPORT OF 
THE MID-LEVEL PRACTITIONER SCHOLARSHIP SET-ASIDE INCLUDED IN THE 
NHSC REVJTALIZATION ACT LAST YEAR VIAS CONSISTENT 'VITH THE CHANGE 
IN RECRUITI-IENT POLICY. 

ALSO IMPORTANT 10 THE SUCCESS OF THIS STRATEGY WAS THE 1988 
DECISION BY THE PUBLIC HEALTH SERVICE (PHS) TO BEGIN 
COMMISSIONING PAG IN THE PHS. ONCE THAT OCCURRED, PA STUDEtrTS 
BECAME ELIGIBLE TO PARTICIPATE IN IHE COSTEP OR COfCUSSlONED 
OFFICER STUDEt>rr EXTERN PROGRAM. THIS HAi' PROVED TO BE A 
VALUABLE RECRUlTMKNT TOOL FOR PA STUDENTS OVER THE PAST WO 
YEARS. MORE THAN 50 PA STUDENTS ARE PRESENTLY PARTICIPATING IN 
THE SENIOR COSTEP PROGRAJl AND WILL BE ENTERING THE PUBLIC HEALIU 
SERVICE WHET^l IHEY GRADUATE. 
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THESE PROGRAMS HAVE BEEN SO SUCCESSFUL, MR. CHAIRMAN, THAT WE 
ANTICIPATE THAT CLOSE TO 10% OF THE 1992 PA CLASS WILL BE 
ENTERING THE PUBLIC HEALTH SERVICE UPON GRADUATION. 

IT HAS BEEN SAID THAT THERE ARE NO TRULY NEW IDEAS, ONLY 
REPACKAGED OLD ONES. DESPITE MORE THAN 20 YEARS OF PROVIDING 
COST-EFFECTIVE, HIGH QUALITY HEATH CARE, SOME HEALTH ANALYSTS 
ARE ONLY NOW "DISCOVERING" THE PA PROFESSION. INDEED, IT HAS 
BEEN SUGGESTED THAT THE PA PROFESSION IS EXPERIENCING A 
RENAISSANCE. 

BUT THE REDISCOVERY OF THE PA PROFESSION BY BOTH THE PRIVATE 
SECTOR AND THE PUBLIC HEALTH COMMUNITY HAS NOT COME WIl-HOUT 
PROBLEMS. ACCORDING TO THE LATEST SURVEY OF PA PROGRAMS, THERE 
ARE AN ESTIMATED 7 JOBS FOR EVERY STUDENT GRADUATING IN 1991 . 
THIS HAS SERIOUS IMPLICATIONS FOR THE PUBLIC HEALTH COMMUr^TY IN 
GENERAL, AN THE PA PROFESSION IN PARTICULAR. 

THE ACADEMY AND THE PROFESSION HAVE STRUGGLED WITH THE 
INCREASE IN DEMAND FOR PHYSICIAN ASSISTANTS. QUITE FRANKLY, THE 
PROFESSION WAS OVERWHELMED BY MARKET FORCES THAT SURFACED IN THE 
PAST FEW YEARS. 

I AM PLEASED TO REPORT, HOWEVER, THAT WE BELIEVE WE HAVE PURSUED 
A STRATEGY THAT WILL BOTH HELP TO MEET THE MARKETPLACE DEMAND 
FOR PAS AND ASSURE A CONTINUED SUPPLY OF PAS FOR UNDERSERVED 
AREAS. 
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CENTRAL TO THE SUCCESS OF OUR STRATEGY WAS INCREASING THE 
APPLICANT POOL. EARLY IN THE PLANNING PROCESS, WE DECIDED THAT 
WE DID NOT KANT TO SIMPLY TRY TO INCREASE CLASS SIZE WITHOUT 
FIRST ASSURING THAT THERE WERE QUALIFIED APPLICANTS TO FILL 
THESE NEW SLOTS. THROUGH THE COMBINED PUBLIC EDUCATION EFFORTS 
OF THE ACADEMY AhiD THE ASSOCIATION OF PA PROGRAMS, WE WERE ABLE 
TO HAVE A POSITIVE EFFECT ON THE APPLICANT POOL. MORE 
IMPORTANTLY, THROUGH AN INNOVATIVE PROGRAM CALLED PROJECT 
ACCESS, KE HAVE INCREASED AWARENESS OF THE PA PROFESSION IN THE 
MINORITY COflMUNITY. 

PROJECT ACCESS WAS STARTED BY THE ACADEMY FOUR YEARS AGO IN AN 
ATTEMPT TO INCREASE PUBLIC AWARENESS OF PHYSICIAN ASSISTANT 
CAREr.R OPPORIXJNITIES FOR MINORITIES. HELD IN CONJUNCTION WITH 
THE AAPA'S ANNUAL MEETING, TEAMS OF PAs, PA STUDENTS AND FACULTY 
VISIT PREDOMINANTLY MINORITY HIGH SCHOOLS AND JUNIOR COLLEGES IN 
THE HOST CITY OF OUR ANNUAL MEETING. 

ON MAY 28TH, OVER 100 PARTICIPAtnS VISITED MORE THAN 20 SCHOOLS 
IN SAN FRANCISCO AND THE SURROUNDING COMMUNITIES. THE PROJECT 
ACCESS TEAJ1S TOOK THE PA MESSAGE OF IMPROVED ACCESS TO QUALITY 
HEALTH CARE TO OVER 1,000 YOUNG PEOPLE IN THE BAY AREA. 

THIS PROJECT IS FUNDED ENTIRELY BY THE ACADEMY AND RELIES 
HEAVILY ON WE Tim AND EFFORT OF TEAMS OF VOLUNTEERS. WE ARE 
PROUD OF THE SUCCESS OF PROJECT ACCESS AND CHALLENGE OTHER 
HEALTH PROFESSIONAL ORGANIZATIONS TO UNDERTAKE A SIMLIAR 
PROGRAM. 
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THE SUCCESS OF THIS STRATEGY CAN BE SEEN IN THE MOST F£CENT 
STATISTICS WHICH SHOW THAT WE a>JLY INCREASED THE NUilBER OV 
MINORITIES ENTERING THE PA PROFESSION, BUT WE HAVE PLSO ARRESTED 
THE DECLINE IN THE NUMBER OF PAS IDENTIFYING RURAL OR 
UNDERSERVED AREAS AS THEIR APIA OF PRACflCE. IN FACT, MR. 
CHAIRMAN, IN 1991 WE SAW AN INCREASE IN THE NUKftER OF RIWL PA5. 

ACCORDING TO THE LATEST STATISTICS, OVER 151 OF PA« IDENTIFY 
RURAL COMMUNITIES WITH POPULATIONS OF UNDER 10,000 AS ITOIR SITE 
OF PRACTICE. THIS IS UP FROM JUST UNDE^R 13% ONE YEAR AGO. 

BUT WHILE THE PROFESSION IS TAKING A PRO-ACTIVE STANCE ON 
ADDRESSING UNMET HEALTH CARE NEEDS, WE WILL N"EED ITO SUPPORT OF 
THE FEDERAL GOVERNMENT IF OUR POLICIES ARE TO HAVE AtTi IX)NG- 
TERM SUCCESS. 

CRITICAL TO OUR LONG TERM STRATEGY OF INCREASIlvG THE NUMBER OF 
PAS WORKING IN UNDERSERVED URBAN AND RURAL AREAS IS INCREASING 
THE NUMBER OF PAS GRADUATING EACH YEAR. THIS CAN BE 
ACCOMPLISHED THROUGH TWO MEANS - INCREASING THE NUMBER OF PA 
PROGRAMS AND INCREASING CLASS SIZES AT EXISTING Vk PROGRAMS. 

SUCCESS AT IMPROVING THE APPLICANT POOL FOR FA PROGRAMS HAS IN 
TURN ALLOWED PROGRAMS TO INCREASE CLASS SIZES. PRilLlMlNARY DATA 
INDICATE THAT THE 1991 ENTERING CLASS WAS 500 STUDENTS LARGER 
THAN THE HISTORICAL ENTERING CLASS SIZE OF 1200 STUDE^r^S. 
BUT' WE HAVE JUST ABOUT WRUNG EVERY OUNCE OF EXTRA SPACE OUT OF 
THE EXISTING NETOORK. TO MAKE ANY ADDITIONAL APPRECIABLE 
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GROWTH, WE MUST ADD NEW PA PROGRAMS. UNFORTUNATELY , THIS IS AN 
EXPENSIVE UrjDERTAKING. INTERESTINGLY ENOUGH, THERE ARE 
UNIVERSITIES IN SEVEN STATES THAT ARE IN VARIOUS STAGES OF 
PLANNING THE ESTABLISHMENT OF PA PROGRAMS. IN ADDITION TO THOSE 
INSTITUTIONS IN THE PLANNING PHASE, PA PROGRAMS AT DUQUESNE 
UNIVERSITY AND THE CHICAGO COLLEGE OF OSTEOPATHIC MEDICINE HAVE 
RECENTLY BEGUN THE FORMAL ACCREDITATION PROCESS. 

BOTH THE DUQUESNE AND CHICAGO PROGRAMS WILL BE ASSISTED BY 
GRANTS FROM THE FEDERAL GOVERNMENT. WHILE SEVERAL OF THE 
UNIVERSITIES PLANNING PA PROGRAMS ARE COMMITTED TO THE PROCESS 
REGARDLESS OF THE AVAILABILITY OF FFEDERAL FUNDS, THE SPEED WITH 
WHICH THEY MOVE THROUGH THE PROCESS WILL BE AFFECTED BY THE 
AVAILABILITY OF FEDERAL FUNDS. 

VERY LITTLE FEDERAL GRANT MONEY IS AVAILABLE FOR NEW STARTS 
BECAUSE MUCH OF THE MONEY IS ALREADY COMMITTED 10 EXISTING PA 
PROGRAMS - MONEY, BY THE WAY, WHICH IS RESPONSIBLE FOR THE 
CURRENT HIGH PERCENTAGE OF PAs WORKING IN UNDERSERVED AP£AS. 

TO SHIFT MONEY WITHIN THE EXISTING AUTHORIZATION/APPROPRIATIONS 
LIMITS WOULD SIMPLY RESULT IN ROBBING PETER TO PAY PAUL. WHAT 
WE NEED, MR. CHAIRMAN, IS AN INCREASE IN THE AUTHORIZATION LEVEL 
FOR PA EDUCATION GRANTS, AS WELL AS THE APPROPRIATIONS LEVEL. 
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INDICATIONS FRCX1 SOME APPROPRIATIONS COMMITTEE MEMBERS ARE THAT 
THEY WOULD SUPPORT AN INCREASED APPROPRIATION IF WE COULD RAISE 
THE AUTHORIZATION CEILING. WE MAKE THAT REQUEST TCBAY. 

WE ASK THAT THE AUTHORIZLATION LEVEL FOR PA EDUCATION GRANTS BE 
RAISED FROM THE CURRENT CEILING OF $5.4 MILLION TO $8.0 MILLION 
IN FY 1992, $8.5 MILLION IN FY 1993 AND $9.0 MILLION IN FY 1994. 
BASED UPON HISTORICAL SPENDING FIGURES, MR. CHAIRMAN, TOIS DOES 
NOT ACTUALLY REPRESENT AN INCREASE, BUT RATHER A RETURN TO THE 
FUNDING LEVEL THAT EXISTED IN THE EARLY 19805. 

WE REQUEST THIS AMOUNT BECAUSE WE BELIEVE IT WILL PROVIDE 
SUFFICIENT FUNDS TO SUPPORT THE CREATION OF NEW PA PROGRAMS, AND 
WILL CONTINUE TO PROVIDE ADEQUATE SUPPORT TO EXISTING PA 
PROGRAMS, IN THIS WAY, CURRENT GRANT RECIPIEOTS CAN CONTINUE 
THEIR MISSION OF PROVIDING WELL TRAINED PHYSICIAN ASSISTANTS WHO 
WILL PRACTICE IN UNDERSERVED URBAN AND RURAL AREAS. 

WE ALSO REQUEST, MR. CHAIRMAN, THAT TOE AUTTORIZATION LANGUAGE 
BE CHANGED SO THAT GRANT FUNDS CAN BE USED FOR FACULTY 
DEVELOPMENT. 

ONE OF THE MAJOR IMPEDIMENTS TO INCREASING THE NUMBER OF 
GRADUATES IS HAVING APPROPRIAI^ FACULTY TO EDUCATE THESE FUTURE 
PAS. BY PERMITTING THE GRANT MONEY TO BE USED FOR FACULTY 
DEVELOPMENT, A^J ADEQUATE SUPPLY OF PA EDUCATORS FOR BOTH THE NEW 
AND EXISTING PA PROGRAMS CM<^ BE ASSURED. 
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THE PA PROFESSION HAS A PROUD TWkDiTION OF PROVIDING HIGH 
QUALITY COST-EFFECTIVE HEALTH CARE IN AREAS SHUNNED BY OTHER 
HEALTH CAPX PROVIDERS. THE AMERICAN ACADEMY OF PHYSICIAN 
ASSISTANTS AND THE ASSOCIATION OF PHYSICIAN ASSISTANT PROGRAMS 
REMAIN COMMITTED TO ADDRESSING SOCIETAL GOALS OF ACCESS TO 
HEALTH CARE FOR ALL AMERICANS. WITH THE CONTINUED SUPPORT AND 
ENCOURAGEMEOT OF THE FEDERAL GOVERNMEIJT, WE CAN CONTINUE TO MEET 
l-HAT MISSION. 



MR. CHAIRMAN, ATTACHED IS A BRIEF FACT SHEET WHICH COMPARES 
FEDERAL SUPPORT FOR PA EDUCATION IN 1983 WITH FEDERAL SUPPORT 
FOR PA EDUCATION IN 1991. AS YOU CAN SEE, PA PROGRAMS ARE DOING 
MORE WITH LESS FEDERAL SUPPORT BUT WE ARE STRETCHED TO THE 
LIMIT. WE TRUST WE CAN CONTINUE TO COUNT ON YOUR SUPPORT. 
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FEDERAL SUPPORT FOR PA EDUCATION 



Background: 

In 1984, the average federal grant to a PA program was $131,000 
and that grant represented 47% of the PA program's budget. It 
is not an exaggeration to say that in 1984 PA programs were 
heavily dependent upon federal support for their financial 
existence. In 1990, the average federal grant to a PA program 
was $128,000, a slight decline from 1984. The good news is that 
in 1990, federal grants represented only 31% of the average PA 
program's budget. 

We believe it is even more i: leresting to noi.e that a typical PA 
program in 1984 had an average class size of 24 students. 
Contrast that with today's average class size of 30 students. 
The federal government is supporting more PA students in 1990 at 
lower cost to the taxpayer than it was supporting in 1984. 

We believe the time hac come for a significant increase in 
federal support for PA education. 



Federal Support for PA Education 



1984 i 1990 



1984 



1990 



Average Fed Grant 



$131,000 



$128,000 



Ave PA Prog Budget 



$277,000 



$410,000 



Average Class Size 



24.5 



29.8 
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Hr, Chairman and Members of the Sub-conwltteei 

The American Association for Respiratory Care (AARC), a 30,000-member 
professional association of respiratory care practitioners, welcomes the 
opportunity to submit written testimony on the Searing to amend Title VII of 
the Public Health Service Act. The purpose of our testimony Is to encourage 
the sub-committee to support provisions for allied health education and 
training Initiatives. 

Respiratory care is an allied health specialty functioning under medical 
direction that participates in the assessment, treatment, management, control, 
diagnostic evaluation, and care of patients with deficiencies and 
abnormalities of the cardiopulmonary system. 

The patients, for whom respiratory care practitioners render service, range 
from the premature infant in a hospital intensive care unit to elderly 
patients suffering from such chronic lung diseases as emphysema and asthma. 
Respiratory care practitioners are also treating and caring for a growing 
number of AIDS patients. At some point during their illness, the majority of 
AIDS patients (80%) develop Pneumocystis carinii pneumonia (PCP), a serious 
pulmonary Infection, often treated with aerosolized pentamidine administered 
by the respiratory care practitioner. 

As medical tf^ hnology continues to advance, the length and quality of chronic 
lung patients' lives can also be enhanced through the application of pulmonary 
rehabilitation. Respiratory care practitioners are specifically trained and 
educated to provide a range of respiratory services including both outpatient 
and home pulmonary rehabilitation. 

However, as with our other allied health colleagues, the respiratory care 
community is facing a serious shortage of qualified personnel, i.e. registered 
respiratory therapists and certified respiratory therapy technicians. 
According to the most recent American Hospital Association survey, hospitals 
suffer from an 8.9% vacancy rate for respiratory care practitioners. The 
Bureau of Labor Statistics predicts that by the year 2000, the demand for 
respiratory care practitioners will increase by 34%. A 1990 Health and Human 
Services report states the following: "As the number of elderly increases, the 
demand for allied health practitioners in a variety of fields will rise 
accordingly, and combined with greater longevity, will have a significant 
impict on demand for practitioners in rehabilitation fields such as 
occupational therapy, physical therapy, respiratory therapy, and audiology." 

To help address these growing critical shortages. Congressman Terry Bruce has 
taken to the forefront and introduced HR1466 which would provide the necessary 
funding for allied health training and education. The AARC strongly commends 
the support Congressman [jruce has shown for the allied health community. We 
urge the sub-con«nittee members to seriously review the provisions of HR1466. 

Respiratory care plays a significant role in the rehabilitation of the elderly 
and disabled. As the population continues to age, greater numbers of 
respiratory care practitioners will be n eded to meet the health care 
requirements of these pulmonary patients. Legislation such as HR1466 will 
significantly improve tho likelihood that this growing demand for quality 
respiratory care services will be satisfied. 
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STATEMENT OF THE 
AMERICAN COLLEGE OF PREVENTIVE MEDICINE 

The American College of Preventive Medicine is the national 
medical specialty society of physicians whose primary interest and 
expertise is preventive medicine and public health, our members 
work in public health agencies, in clinical medicine, in industry, 
and in academia. Many are board-certified in the specialty of 
preventive medicine. The College membership constitutes a major 
national resource of expertise in disease prevention and health 
promotion, areas vital to protecting and improving the nation's 
health. 

The American College ot Preventive Medicine urges 
reauthoriiicition and modestly higher levels of authorized funding 
tor those programs under Title VII of the Public Health Service Act 
that train physicians and other professionals in preventive 
medicine and public health. 

TRAIIJING IN PREVENTIVE MEDICINE 

Our nation's leaders in health have committed the country to 
achieving specific objectives m health promotion and disease 
prevention by the year 2000. However, we cannot do thir. without 
a cadre ot well -trained professionals in our nation ' s health 
agencies, community-based organizations, private and non-profit 
institutions and industry. The institutions that produce these 
leaders are suffering, and cannot meet the needs for the public 
health v/orkforce without more support. 

2 
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Preventive Medicine is a medical specialty recognized by the 
American Board of Medical Specialties. It encompasses general 
preventive medicine, public health, occupational medicine, and 
aerospace medicine. Physicians trained in preventive medicine are 
the leaders in local and state efforts to preserve and promote good 
health. Working with large population groups, as well as with 
individual patients, they seek to understand the risks of disease, 
disability and death and to reduce or eliminate these risks. 

There is a well-documented national shortage of physicians 
specializing in preventive medicine. Such a shortage was projected 
in ?.980 by the the Graduate Medical Education National Advisory 
Committee (GMENAC) . Since then, the HHS Council on Graduate 
Medical Education (COGME) and the HHS Secretary's reports on the 
status of U.S. health personnel have consistently reaffirmed this 
shortage. 

Many preventive medicine specialists receive their 
postgraduate training in preventive medicine residency programs. 
Nationally, there are 78 ar.-^rpdited residency programs. In 1989- 
90, a total of 513 phytiicians were being trained in these programs. 
This means that each year an average of about 170 such specialists 
complete their training. 

This fiscal year, federal funds totalling $1.6 million were 
appropriated to support postgraduate training in preventive 
medicine. Xills.sujn^ has_ rema in ed__e_sse ntiaUy u nchanged t o^t he last 
tiye .years. In fiscal year 1991/ these funds provided stipends for 
b3 residents in 11 programs. There are 67 other accredited 
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residency training programs in the country that received no 
funding. Kor overy slot available in these programs, there have 
been i^pproxiraately four qualified applicants. 

Why do w*? nee(i federal subsidies for this training? 
Postgrad uate education in preven t ive Ki i idicino is unlike that for 
any other medical specialty. only the first year of training is 
in hospital-based clinical medicine, which is funded in the same 
way as any other first-year residency, through thiid--party 
reimbursement for services. However, the second year consists of 
academic work leading to a masters degree in public health or an 
equivalent degree. The third year is a practicum. The resident 
may participate in a broad range of clinical, research, and 
administrative activities, almost always in settings for which 
these activities are non-reimbursable. After their residency 
training, many of these physicians go on to practice in the public 
sector, where levels of compensation are appreciably lower than 
those available in other medical specialties. 

Currently, residency programs scramble to put together funding 
packages for their residents. As the state, local and private 
funds used for this purpose have grown more and more scarce, the 
value of the meager federal funding in real dollars has decreased. 
Accordingly, we urge a renewed commitment to training in 
preventive medicine through reauthorization of grants for 
preventive medicine residencies with an authorized appropriation 
of $5 million tor fiscal year 1991, an increase of $1 million over 
this year's $4 million authorization. For fiscal years 1993 and 
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1994 we propose authorized levels of $7 miJlion and OlO rail ion, 



investment in the future cf public, healtn. 

The training of publJf^ ueaith professionals is closely linked 
to preventive medicine. The nation's 2^ ^jchools of public health 
provide training for physician specialists in preventive medicine 
well as for many other health professionals who comprise cur 
public health workforce, i^ecretary Sullivan I'opcrtcd in March 19*j0 
that, in addition to the r^hartage of physicians trained in pub'Jic 
health and preventive medicine, there are short agef> of 
epidemioloqi.'its, biostati.-jticians, environmental and occupational 
health specialists, public health nutritionists, and public health 
nurses. In spite of these facts, the limited but vital federal 
support for piablic health training has been declining slowly since 
the early 1980s. We join with the schoojs of public health in 
requesting increased appropriations tor three additional training 
programs under Title VII of the Public Health Service Act. For 
traineeships to support students that choose to enter careers in 
short supply, we suggest authorization of appropriations of $lo, 
and $20 million for the next three fiscal years. We ask equal 
amounts for special projects for curriculum development in areas 
that address the federal health objectives for the year 2000. The 
Health Careers Opportunity Program, which supports recruitment of 
underrepresented minorities into the health field, merits 



respectively. 



These are modest sums indeed for such 
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authorized levels of funding of $40, $42, and $45 million for 
fiscal years 1992 through 1994. 

Our nation spends billions of dollars on acute health care. 
Compared to this, our investment in prevention continues to lag. 
The frightening increases in health care costs we have witnessed 
are not a reason to cut back on programs and funds dedicated to 
prevention. They are a reason to make a larger investment now. 
Training the professionals who provide leadership in prevention is 
a critical step in sustaining and strengthening the infrastructure 
that, given the resources, can keep Americans healthier. 
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STATEMENT OP 
THE AMERICAN DENTAL HYGIENISTS* ASSOCIATION 

The American Dental Hygienists' Association (•'ADHA") 
appreciates this opportunity to present its views regarding 
reauthorization of Title VII of the Public Health Service Act, 
ADHA represents 30,000 members across the country dedicated to 
assuring the highest level oc preventive oral health care. 
Originally formed to develop communication and mutual 
cooperation among hygienists, ADHA today serves as an advocate 
for dental hygienists at the federal, state and local levels. 

Allied health professionals are playing an increasingly 
critical role in our nation's health care delivery system. 
Efforts to bring runaway health care costs under control will 
inevitably include enhanced utilization of high-quality, 
low-cost allied health services in substitution for more 
expensive institutional care. Thus, federal support for 
education in the allied health professions through Title VII is 
a wise investment in the future of quality health care in this 
country. Greater federal support in this area will help to 
draw more and better qualified persons into these professions. 
We st rongly urge Congress to rftie nh hho Administration's 
proposal, contai ned in i ts FY 1992 bud oet renommendations . to 



Dental hygienists play a vital cost-effective role in the 
delivery of oral health care services parallel to that of 
registered nurses in the delivery of medical services. Dental 
hygienists perform numerous preventive and therapeutic 
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services. Success in preventive oral health care — largely 
due to the widespread use of fluorides — has caused 
significant changes in patterns of delivery of oral health 
services. The decline in recent years of public demand for 
more traditional oral health services has resulted in dentists 
spending substantially less time performing restorative 
services. Indeed, oral health services have become much more 
prevention-oriented — the traditional domain of dental hygiene. 

While a great deal of progress has been made in improving 
the oral health of most Americans, a great deal remains to be 
done. For example, a 1987 survey conducted by the National 
Institute of Dental Research found that senior citizens had a 
63 percent incidence of tooth caries. The dental hygiene 
profession is extremely interested in playing a greater role in 
the delivery of preventive oral hsalth services to underserved 
populations such as the elderly, poor children, and the 
handicapped. 

In pursuit of this objective, an area of particular 
interest to ADHA is the training of baccalaureate level dental 
hygiene students for public health settings. Title VII does 
not currently allow for advanced traineoships for these 
students, yet we have found a critical need within dental 
hygiene for additional support in this area. ADHA is currently 
undertaking a major effort to recruit public health dental 
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hygienists into a variety of federal, state, and local oral 
health programs. Our research thus far indicates a strong need 
for support of students interested in these types of careers. 
Accordin gl Y- APHA urges this Cominittee to P fovic^e add itional 
funding for advan ced traini ng of allied health Personn el and to 
open this program to baccalaureate Ifty^l af.Udftnts interested in 
public he alth careers. 

ADHA also joins the American Society of Allied Health 
Professions in support of H.R. 1466, introduced by Congressman 
Terry Bruce, which would amend Title VII to increase support 
for allied health. This bill would set authorization levels of 
$7 million for advanced-level traineeships and $7 million for 
allied health grants and contracts for FY 1992. In addition, 
the legislation would enhance the visibility of allied health 
issues within the federal government through creation of a new 
Division of Allied Health within the Bureau of Health 
Professions and a corresponding advisory Commission on Allied 
Health. 

The dental hygiene community stands ready to assist in 
efforts to enhance access to oral health services. Adequate 
funding of the Title VII education support programs is critical 
to these efforts. 

We thank you again for this opportunity to present our 
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STATEMENT OF THE AMERICAN ASSOCIATION OF BIOANALYSTS 



The American AsBociation of Bioanalysts (AAB)^ an 
organization representing the directors^ owners, managers ^ 
and supervisors of independent community clinical 
laboratories across the United States, appreciates this 
opportunity to comment on legislative proposals related to 
reauthorization of Title VII of the Public Health Service 
Act. 

Our testimony is directed toward the substantial 
shortage of clinical laboratory technologists. This bhortage 
is nationwide but it is most acute in rural and inner-city 
areas. Community-based clinical laboratories, hospitals, and 
physicians' offices are having tremendous difficulty attract- 
ing qualified laboratory technologists. 

This problem is likely to be further exacerbated by 
the new personnel rules which have been proposed to implement 
the Clinical Laboratory Improvement Amendments of 1988 (CLIA 
'88). These rules require virtually every hospital and most 
physician offices to employ technologists who either hold a 
four-year degree in laboratory technology or can deraonBtrate 
that they have successfully passed the HHS Proficiency Exam. 

AAB believes this serious problem should be addressed 
by incorporating the Rural Clinical Laboratory Personnel 
Shortage Act, H.R. 2405 into this year's reauthorization of 
Title VII. H.R. 2405 was introduced by Representative Jim 
Slattery (D-Kb) and 42 other Members of the House on May 20. 
This bill is designed to reduce both the immediate and long- 
term shortage of laboratory technologists by: 

1) Authorizing the Secretary of HHS to (a) establish a 
loan forgiveness program for laboratory technologists 
who agree to serve in rural and other underserved 
areas and (b) provide financial assistance to 
educational programs designed to increase the number 
of laboratory personnel serving in these areas; 

2) Requiring the Secretary to administer a proficiency 
examination on an annual basis to provide an alter- 
native entry route for individuals who do not have a 
baccalaureate degree in lal>oratory services; and 

3) Establishing a procedure for shifting the creden- 
tialling of laboratory technologists to qualified 
private professional organizations. 

We are particularly pleased that this measure 
includes reauthorization of an HHS proficiency exam. The HHS 
Exam allows military veterans, junior college graduates, and 
other individuals with significant work experience or educa- 
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tional training to qualify as laboratory technologists. For 
•xaaple, the military trains hundreds of technologists a 
year. Without the HHS Exaa, the skills acquired by these 
soldiers, sailors, and airmen are not recognized in the 
civilian workforce. 

The proficiency exam section of H.R. 2405 is 
virtually identical to a provision which the Energy and 
Commerce Coaraittee adopted during the 1988 reauthorization of 
Title VII. This section is also supported by a wide vari^^fcy 
of other organizations including: 

American Hospital Association 
American Medical Technologists 
Ameirican Society for Medical Technology 
House Rural Health Care Coalition 
International Society for Clinical Laboratory 
Technology 
National Vietnam Veterans Coalition 
Fleet Reserve Association 
Air Force Association 
Non-Commissioned Officers Association 
Naval Reserve Association 

and the following 19 state hospital associations: 

Arkansas Hospital Association 
Colorado Hospital Association 
Association of Delaware Hospitals 
Iowa Hospital Association 
Illinois Hospital Association 
Indiana Hospital Association 
Kansas Hospital Association 
Louisiana Hospital Association 
Massachusetts Hospital Association 
Minnesota Hospital Association 
Missouri Hospital Association 
Montana Hospital Association 
Nebraska Hospital Association 
Nevada Hospital Association 
North Carolina Hospital Association 
Oregon Hospital Association 
South Dakota Hospital Association 
Texas Hospital Association 
Washington State Hospital Association. 



B. Shortag e of liaboratory Technologists 



The shortage of qualified laboratory technologists is 
straining community-baaed clinical laboratories and hospitals 
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across the country* The shortage is we 11 -documented* Even 
the American Society for Clinical Pathology (ASCP), which 
claimed that there was an adequate supply of medical tech- 
nologists in 1988, now acknowledges an "alarming** shortage of 
these personnel* ASCP completed an extensive survey of this 
problem in 1990 and reported that vacant positions of staff 
medical technologists had doubled since 1988* According to 
the ASCP Study, 71% of all laboratory managers surveyed 
reported having trouble filling medical technologist 
openings* A similar study by the American Society for 
Medical Technology (ASMT) in 1989 found clear evidence of the 
''development of a significant workforce crisis within the 
clinical laboratory sciences*" Over 41% of laboratory 
managers surveyed by ASCP indicated that it took greater than 
eight weeks to fill vacancies, and 25% of the laboratories 
reported being understaffed* 

The current shortage is likely to be com(»ounded 
manyfold when CLIA '88 is implemented* The federal govern- 
ment, state agencies, and private accrediting bodies are 
expected to hire a substantial number of laboratory 
technologists to implement the enforcement and accreditation 
sections of CLIA '88* More importantly, the May 20, 1990 
proposed rule requires for the first time that individuals 
working in hospitals and physician offices must have at least 
a baccalaureate degree or have passed the HHS Examination in 
order to qualify as a technologist* 



C* Alternative Solutions 



Some have suggested that the personnel shortage 
should be dealt with by "grandfathering" all existing 
employees. This approach is irresponsible and inconsistent 
with the Committee's efforts to improve the quality of 
laboratory services* Grandfathering would permit any 
secretary, technician, or technologist who has ever perfonned 
a laboratory test to continue to do so regardless of their 
training, experience or competency* 

In fact, this approach may even diminish the current 
standard for the most regulated sector of laboratory testing 
— independent laboratories* These laborato\ies currently 
must hire individuals who have passed the HHS Exam or have a 
four-year degree* If all employees currently performing 
tests were grandfathered, independent laboratories will be 
able to hire anyone regardless of experience or training as 
long as that person has conducted laboratory tests in either 
a hospital or a physician's office* 
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Others have BuggeBt5»d that the best way to deal with 
the ahortage of laboratory personnel is to provide funding 
for schools which train medical technologists. However, to 
be effective federal funding must be targeted to ncouragiitg 
students to become laboratory tochnologists and providing 
incontivos for these students to practice in rural or under- 
served areas. Medical technology programs are finding it 
extremely difficult to attract stuvlents. For example, 
between 1982 and 1988, enrollment in ::our-year baccalaureate 
degree programs declined 35%. Low vj^ges, lack of oppor- 
tunities for advancement, and fear of the AIDS epidemic are 
believed to contribute to the decline in the number of new 
students. The primary focua of tederaZ funds should be 
placed on attracting students. 

Moreover, even if these programs were adtquately 
funded and wore nble to attract and retain additional 
laboratoxry per.^onnel, thift approach does not provide any 
immediate relit^f. At beot, it will take four to five years 
before the graduates of these programs enter the workforce. 



D • The HHS Profic i ency Bxaa l nat ion 



AAB advocates the development and administration of a 
revised and updated HHS Proficiency Exam. This exam would be 
administered by the Department until the shortage of labora- 
tory personnel abates. 

There are thousands of individuals who are currently 
working in hospital laboratories and physicians' offices who 
have significant experience and training in laboratory 
sciences. In the past, they could take the HHS Exam to 
demonstrate their competency* If they passed, they would be 
qualified to hold laboratory technologist positions in 
independent laboratories. However, since the exam is no 
longer given, there is no way for these individuals to enter 
the profession regardless of their experience and ability. 

The Department administered the HHS Exam seven times 
between 1974 and 1987 to 65,000 individuals. Approximately 
46% passed. In order to sit for the exam, applicants had to 
meet certain minimum experience and/or educational qualifica^ 
tions. In general, an applicant was required to have a 
combined total of four years' experience or training in the 
clinical laboratory field after graduating from high school. 

The HHS Proficiency Exam was developed by the 
Professional Examination Service (PES) with the input and 
cooperation of all of the professional organizations involved 
in clinical laboratory testing. PES is one of the three 
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leading testing fimo in the country and has developed 
several state examinations. The exam developed by PBS was 
criterion-referenced, and an extensive validation study was 
porforffied. In fact, this is one of the few examinations in 
the criadentialling field on which a rradicttve validity study 
has been perfomed. The predictive validity coefficients 
obtained through this study were high compared with most such 
coefficients obtained on similar examinations. 

Based on the belief in Congress that there was an 
adequate supply of laboratory technologists, the authority to 
conduct additional exams was repealed in 1988. At the time, 
some of the professional groups argued that they could supply 
an adequate number of four-year graduates to meet future 
hfialth care needs. It was also argued that anyone who wanted 
to tay the test had an opportunity to do so between 1974 and 
1988. either argument is valid today. The four-year 
progr^.(tf have simply not been able to attract enough students 
to meet the demand f:>r laboratory personnel, and there are 
thousands of individuals working in hospitals or physicians' 
offices who did not take the HHS Exam when it was given 
because at the time it was not a requirement to retain their 
jobs. In fact, some of the organizations which felt the exam 
was no longer necessary in 1988 are now supporting reauthori- 
zation. 

When the authority for the exam was deleted in 1988, 
the House and Senate Conferees noted that: 

. . . there may develop a shortage of such 
personnel in the future. If this occurs, the 
conferees anticipate that consideration could 
be given to the appropriateness of authoris- 
ing a new examination for such personnel. 
House Conference Repo rt No. 100-661; May 31, 
1988. 

Later that same year, the House Energy and Commerce 
Committee agreed to reinstate the exam as part of the 1988 
reauthorization of the Health Professions Act. 
Unfortunately, this provision did not survive in conference. 

It is essential that a new examination be developed 
in cooperation with all the relevant priv^ce professional 
certifying agencies. There are four professional organiza- 
tions which certify laboratory technologists! the Inter- 
national Society for Clinical Laboratory Technology (ISCLT), 
the National Certifying Agency for Medical Laboratory 
Personn'^l (ASMT's certifying agency), the American Medical 
Technologists (AMT), and the American Society of Clinical 
Pathology (ASCP). Each of these organizations has substan- 
tial expertise in the development of testing procedures for 
laboratory personnel and each uses a written test as a key 
element of their own certification process. We have little 
doubt that these groups working with HHS can develop a high- 
quality examination. 



B. Concli a ion 

We urge the Committee to incorporate H.R. 2405 into 
the 1991 reauthorization of the Health Professions Act. This 
bill provides a comprehensive response to the short- and 
long-range shortage of laboratory personnel, it is consistent 
with previous Conwittee action, and it will help avert a 
crisis when the CLIA '88 regulations are finalized. 
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Hie American Hospital Assocl.atlon (AHA), ov. behalf: of iti? nearly b , 'iOO treiober 
institution!!, and the Afflorioan Orgiiiizrtt ton ot Nurse Execiit;.ve'/ UO"F) , 
representing ovet '>,300 uurnn fcxecutives and muse rcAtifl^eif; tinw health c.im' 
in.".tl tution?: .^I'roiis ihe Unl rtd Statie-i, welcotae* thin opporturiUy to provi.le a 
ttiiUuLL'TiT. for the record of. the Subcowmlttee oti Health nnd the Fnvlronjnc'ii:; of 
^iw Hou.';fl of Represent Acives* Coaaatttee on Kner;7,y and Coioaurce ru^iirdinjj; tlvu 
r»uuit;hoitization of Tirlt^s VTl and VlXl ot the PubUr MertUh .ServiJe tscK As 
Llif ainglft l.iri?,«Et sector of f.h^ healLh rnra system ^tapioyinB health 
profrssioii*!* , hoiplt^lq .ire d?«piy c:05w>i^t.rd to the d«v^3.oprm.T,?: ot public .jffJ 
private progrnras that will the fivAi Ubl 1 1 cy of the nurjber typ,-; of 

Ileal t il carf": prof ri;'; Lonald needed to assure adequate ac.c;3&s to health caw. 
st^rvlce.i for everyone. 

Ho^X'i-taU today f.ice rietious ::horrages ot h*;alth care personiml in the a I lied 
l\efllth protc.ts Ions and nursing. Dpspilp rh^'ir best efforts to rci:rui;. 
qualified Individuals and to retain tho^u prof c»;> ion«l s they now have, there 
renain crir.lcal di :iparl ti<?:i between the demand hnd the supply of professional;; 
needed to provide for the growin^i n«jn;bers of elderly, dlsablud, ;ind 
chronirally Ul. In the past. recOi\nli:ing ?.he dan)5fi!r t.:? thu public hcalrh of 
prr.*:onnel .•;l»rn tages . and the Ln.'^billty of the raavV.et for hralth manpower to 
oper'^te efficiently, the fede}!il #;overrx:^nt has played a significant r'jle in 
supijorttuj^ frsdf vidua! <; :>f'.d proi^r«rar' to as??ure an .^tlefquate iupply of qualified 
personnel the AHA supports the r^authori:'.atiyn and ad«qu&te funding of 
Ti files VII and VI 11 of the Public Healdi Service Art. 'Je b^^liovo the federal 
gov'i»rnif.ent raust contxr.ne to play a sttong role in the support of training 
allied health and nursing personnel. 



Scat:eaenC of the 
AraerlcHXi Hcspicsl AssocUClon 
and Che AmerlcAi; Orgjuiizatlon o.f Surse Executives 
for the ncord of the 
SubconnLtcee on HcBlth «/J<f the Euvironmenc 
ot Che 

Cowtnittee on Energy ^uid Cotamerce 
on 

The Rettnvhomaclon of Tide VII «jid VIIJ of che 
Public Health Service Act 
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The AHA has spent the last year evaluating the oany problens currently 
plaguing our health care systen. Our efforts at this point take the foni of a 
proposal called Nmtionml Health Cato Strategy: A Starting Point for Debate 
which we hope will stlaulate discussion about national health care refora. 

In order to achieve refona of health care delivery and financing, AHA believes 
we need to devttlop a more coherent and costprehensiva approach to nesting 
health manpower neada. Public policy deciaions at the nation/il, state, and 
local levels and local program dscislons should all work toward the central 
goals of adequate supply, efficient use, and appropriate geographic 
distribution of qualified health care professionals. Actions designed to deal 
with these issues must be based on sound assessments of manpower needs and 
should address both short- and long* torn goals. 

Our strategy contains a series of recommendations designed to achieve these 
goals by providing for: 

• regular and comprehensive national assessments of future health manpower 
needs ; 

• Incentives to attract qualified students t'> the health professions; 

• the stabilization of existing training programs, promotion of new programs 
where needed, and reorientation of training programs to future needs; 

• greater career mobility within health care professions; 

• To the elimination of barriers (particularly regulatory barriers) to the 
efficient use of health care professionals; and 

• incentives to attract and retain health care professionals in poor, 
remote, or underserved areas. 

A copy of our national health reform strategy is appended to this testimony 
for the Committee's review. In this statement, we would like to discuss 
several issues related to Title VII and Title VIII, and speak to specific 
allied health and nursing shortage problems faced by hospitals. 

Title VII 
Allied Health Professionals 

The Need tor Innovat ive Approaches to Increasing Allied Health Manpower 

In the past decade » the demand for qualified health care personnel has 
increased substantially, surpassing the capacity of existing training programs 
for several occupational categories. Tlie 1989 AHA Survey of Human Resources 
showed high vacancy rates for physical therapists (16./* percent), occupational 
therapists (13.6 percent), speech pathologists (9.9 percent), and respiratory 
therapists (8.9 percent). Persistent high vacancy rates exist for 
Occupational therapy assistants, physical therapy assistants, certified 
registered nurse anesthetists and clinical perfusionists. 
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These shortages are likely to continue through the next decade. The Bureau of 
Labor Statistics predicts significant continued growth in the demand for 
health professionals by the year 20C0. Even using moderate assumptions of 
economic growth during the period, the BLS predicts increases by 50 to 60 
percent in the demand for occupational and physical therapists. Despite 
Increasing student interest in application for admission to PT programs » the 
present number of programs limits the ability of the educational system to 
pieet the growth in demand for physical therapists. 

At the same time, the Committee on Allied Health Education and Accreditation, 
which accredits educational programs in 26 allied health categories, shows a 
decline in programs, enrolled students, and graduates since 1984 in several 
categories. To cite only two examples, the number of Medical Technology 
programs dropped from 615 to 436, and the number of radiography programs from 
760 to 666. The 1988 study of the role of allied health personnel in health 
care delivery by the Institute of Medicine (lOM) fiimilarly found that many 
allied health fields face substantial loss of applicants and closure of 
training programs, which has caused significant supply problems. The lOM 
cited demographic and market factors as contributing caases. 

The 1990 Department of Health and Human Services Seventh Report to the 
President and Congres s on the Status of Health Personnel in the United States , 
reflecting on the growing shortages in critical professional categories, 
Identified some of the problems that need to be addressed to resolve our 
manpower problems, including "redU''.tions in program enrollments, closures of 
training programs, underrepresentation of minorities, and shortage^ in faculty 
and trained researchers." In addition to enrollment declines and program 
closures, training programs face a high student attrition rate. Tlie 1988 
CAi^EA survey showed dropout rates in programs for respiratory therapy, medical 
lahorntory techiioloj^y , and surgical technology ranging from one -fifth to 
one- third of enrolled students. 

Solvtn^^; *ho problems of health manpower shortages will require more than 
subfiidizing students and programs. Federal funding for allied professions 
should be as(»d to stimulate innovative approaches to the resolution of the 
many problems behind the manpower shortages. 

For example, to increase the number of individuals entering the '.u;altli 
prcfesjiions . federal funds could be used to develop programs to rectuir 
individuals for professional training, perhaps through career exploration or 
career awareness programs to raise !:he level of awareness of rhe opportunities 
in the health professions among .students emerging from high schools. In 
addition, ^iven the expected demographic decline in the number of 
"traditional" students, funds could be targeted to "non- tradi t ional" students 

older individuals returning to school or reentering the job market, or 
individuals already In the workforce who want to change careers, or minorities 
and di.sadvantaged j?,roups like the disabled now lacking in schooling 
opportunity tes . In addlfjion, to combat the student attrition problem, funds 
could s»ipport student retention programs, e.g., support for transportation or 
child care. New methods of competency assessment and innovative articulation 
pro|,^rams could be supported to increase the recognition of experience and past 
educational accomplishments in nursing and the allied health professions. 
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To enhance the efficiency of health manpower utilization, federal programs 
could support interdisciplinary training programs to maximize training 
resources, combining a core science curriculum with multi-task training for 
multicompetent personnel. This would have particular impact on rural areas, 
where nurses and other allied health professionals in hospitals are frequently 
required to perform several functions because of personnel shortages. 

To overcome maldistribution of personnel, federal support for students could 
be combined with special inducements to serve in rural areas and support for 
training programs could be used to stimulate the development of clinical 
training programs for students as well as workers in rural areas who may wish 
to enhance their training or articulate to higher levels of performance. 

In reauthorizing Title VII, we urge you to consider flexible and innovative 
funding to stimulate new approaches to the resolution of personnel shortages. 

The Allied Health Professionals Proiaotion Act of 1991 

AHA generally supports H.R.1466, the Allied Health Professionals Promotion Act 
of 1991 Introduced by Representative Terry Bruce. H.R.1466 targecs federal 
support for allied health to specialties or regions of the country where 
personnel shortages are most acute, with special attintion to those fields 
which play a significant role in the care and rehabilitation of the elderly 
and disabled. H.R.1466 w511 help expand existing allied health education 
programs, create new programs, and address the shortage of qualified faculty. 
In particular, the legislation would provide for grants and contracts with 
schools of allied health to assist In the improvement and expansion of 
educational programs, faculty resources, and to assist In the recruitment of 
Individuals Into allied health professions. It also provides grants for 
5:chools of allied health for entry level student and advanced training 
tralneefihlps . AHA urges the committee to consider the provisions of H.R.1466 
in Its Title VII reauthorization efforts. 

National Advisory Council on Allied Health 

H.R. 1466 would create a National Advisory Council on Allied Health to advise 
both the Health Resources and Services Administration and the Congress with 
respect to the supply and distribution of allied health personriel in the U.S. 
We heartily endorse the creation of such a commission to provide a regular and 
compreher^sive assessment of health manpower needs, to support the development 
of national and state level strategies, and to advise on national manpower 
training policies and federal funding priorities for educational program and 
student support. Our natioi^il reform strategy calls for the appointment of 
Just such a national public/private commission tor a comprehensive assessment 
of health manpower needs. 

t 

However, we take strong exception to the proposed composition of the council 
In .Sec. 79S^{b){*j) and (6), The proposed breakdown is heavily weighted in 
favor of the professions themselves, with far too little representation hy 
facilities and training programs. Klght ot the proposed members would be 
members of the professions; five others would represent schools, facllitieG, 
insurers, and professional organi^.ations representing the professions. The 
major employers ot allied health professionals would likely be alloted only 
one seat on Che council. 
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U« agree that all these types of entities should be represented, and we 
recognize the need to keep the council to a manageable size. Ue recoouaend 
therefore that Sec. 798A(b)(5) be revised to limit to 5 the number 
representing the professions, includin^^ national organizations representlitg 
the professions, and that Sec. 798(b)(6) be revised to ex)pAnd to 8 the number 
representing Institutions, providers, schools, and Insurers, of which at least 
three should be health care facilities and providers of health care. 

Tile /Jural ClLnLcal Laboratory Personnel Shortage Act 

The current shortage of certified technologists and technloiana and thvS 
continuing decline in the supply of trained technologists are well-ktiowr. and 
documented. The number of baccalaureate graduates of medical technology 
programs declined over 35 percent between 1982 and 1989. During that same 
period, the number of accredited training programs declined 3?. percent, from 
639 in 198'^ to 436 in 1988. At the same time, there has been growth in the 
demand for qualified technologists, leading to shortage? reported by 
hospitals. Both the American Soc^lety for Mp.dical Technolof^y and the American 
Society of Clinical Pathologists report high levels of unfilled posj.':ions in 
hospital laboratories. This shortage is most acute in rural aren;! . 

The enactment of the Clinical Laboratory Improvement Ainf>ndm«nts ol^ 1968 (CLIA 
88), which created a new federal system of laboratory licensure that will 
apply to all laboratory testing sites, is expected to fixacerb&te the current 
iihortage of laboratory technologists. The Department of Health and Human 
Services (HHS) proposed standards for licensure Include personnel standards 
for the supervision and performance of laboratory testK which Would exacerbate 
the already serious shortage nf clinical laboratory technologists. The rulo 
would set schooling requirements that would exclude many practicing 
technologists, worsening the supply problems, and at the sam« time wouli* 
Increase demand for technologists by requiring that every laboratory have a 
technologist working as the ge.neral sup(i?rvIsor on all shifts whf.rj testing, ir. 
being performed. Tn addition, once CLIA is ena.-ted the so Kiandards will 
extend to all sites where testing in performed, including physician offtc:ef;, 
health clinics, etc., causing an iraraecliatrt short-tt^rni increarsfi i[\ the dv?frianri 
for qualified technologists. This wi.'.l be a particxilar hardship for small and 
rural hospitals where the shortages are rwlrcady severe. 

In the paiit, HIIS was aui:l"iort2ed to administer a compeLeiicy Ijasf.w.'* axaminatiion 
to recognize the competency of practiolnfr laboratory technologist:-*!. This 
alternative pathway to certification no longer enLsts, however;, and the 
shortages continue to grow. 

In recognition of the dimensions of thci current shortage oi laboratory 
personnel, and the likely exacerbation of *:hai: .'shortage . esu^-cially for r-jral 
hospitals, by the adoption in final form of HHS' s proposed standards, Rep Jim 
Slattery (P KS) , supported by UU co- sput\j;ors , Introduced H.U.240'3, the Rur/ii 
Clinical L ratory Personnel Shortai^e Act, on May 20, 1991. 

The legislation offers a two -staged approach to addre?.s the shorta^^e and 
specific problems engendered by CLIA ' fclfl . In the .short teirra, to hely» 
alleviate the. tjauiedlate problems for rural hospitals in finding certified 
personnel, it would r^^quire the Secretary t'.o develop, for a limited offering, 
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a new competency-based proficiency exanlnatlon to recognize individuals 
currently practicing in laboratories at the technologist level. The 
competency examination would be To address the shortages in the long-tern, the 
bill would support individuals entering technology programs and would allow 
them to repay their subsidies by serving in rural laboratory settings, and 
would stimulate innovative educational programs to bring clinical training to 
rural areas. 

AHA endorses H.R.24G5 and strongly urges the committee to include its 
provisions In its Title VII reauthorization efforts. 

Grants for Health Services Administration Programs and Traineeships 

Sees. 791 and 791A of the Public Health Service Act authorize funding for 
grants to accredited health services administration programs and health 
administration traineeships. These provisions are scheduled to expire on 
September 30, 1991. 

Effective hfealth services administrat on is essential to the provision of high 
quality, cost-effective health care services. But the responsibilities of 
health services administrators go beyond the management of their 
institutions. As we strive to control health care costs, and ultimately move 
to natlcnal health rare refono, administrators will be responsible for 
n!anaji;li:g &nd Implementing organizational and social change on a large scale, 
while still assuring that necessary services are efficiently provided. 

Rocognizing the importance of effective health services managers, the U.S. 
Department of l^bof has designated administration as the health career with 
ihti Targes': Drunet neeri of the decade. Key sectors of the health care system 
continue to report shortages of administrators, including rural health care 
facilities, conununiry health centers, and managed care programs. 

W<! believe ^.t would be a mistake to allow the authorizations for grants for 
health fiervlces administration to expire. We urge the Committee to continue 
to support grants for administration by reauthorizing Sees. 791 and 791A at 
current levels. 



The Nutrsirig Shot Cage ^nd its Impact on Hospitals 

There are now more than 2 million registered nurses (RNs) in the United 
States, and a full SO percent are employed as nurses. The supply of nurses 
litis increased by more than ^3 percent since 1977, when 1.4 million individuals 
hold licenses us RN.s . Despite the increased supply, and the high labor force 
participation of RNs. a tLojor shortage of nurses developed durlnjr the late 
1980s pnd continues todity. 

The most lecent statistics regarding the scope of the nation's nursing 
short>Age come trora the American Hospital Association's 1989 Hospital Nursing 
Personnel Survey. According to this .survey, the average hospital vacancy rate 
tor imrses is i;>.7 percent, up from previous years. Furthermore, 
approximditcly 81 percent of hospit Is reported shortages of RNs. 
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Many factors have contributed to the nursing shortage, such as: a progressive 
Increase in the number of chronically ill and frail elderly patients In need 
of complex nursing services, Increased acuity levels of hospitalized patients, 
expansion in health care delivery settings which have resulted In an Increased 
dem&Dd for nursing services In diversified areas , Increased sophistication of 
medical technologies, and more complex treatment regimens requiring more 
nursing care. 

While a greater demand for nursing services has resulted In more hospitals 
adding more full -time budgeted RN positions (overall mean percent increase for 
1989 WAS 27 percent according to AHA' s 1989 Report: of the Hospital Nursing 
Personnel Survey), the advent of diagnosis-related groups (DRGs) and managed 
care have forced hospitals to look to more efficient uses of nursing staff. 
Because of the gref.ter versatility of RNs , many hospitals have eliminated some 
nonprofessional positions and Increased the proportion of RNs on their staff. 
Increasing the demand for RNs. 

The shortage of professional nurses coupled with cost containment efforts has 
resulted in a need for more efficient and effective models of health care 
delivery. Nurse managers and nurse executives in health care Institutions are 
primarily responsible for effective and efficient delivery of patient care. 
Nurses must now manage patient care utilizing a limited number of nursing and 
non-nurfiing personnel. Because of this, skilled nur.Se managers have become 
essential to the effective delivery of health care. 

Health care Institutions and nurses have responded in a variety of ways to 
help combat the nur.^ing shortage. The Implementation uf specific strategies 
to alleviate the nursing shortage reflects the proactive and collaborative 
efforts of AONE and AHA to address this problem. AONE recognizes that a 
shortage of RNs may adversely ai,'fect the quality of health care delivered to 
the American public. With this In mind, AONE has made nurse recruitment and 
retention a high organizational priority. 

Initiatives undertaken by health care Institutions and nursing organizations 
to combat the nursing shortage involve several major strategies: adjustment 
s t.rateijLies . which are Imraedlate operational measures such as closing beds, 
designed to ensure the continuation of appropriate patient care; retention 
t^trategles . which focus on efforts to maintain employiaent of current nursing 
staff, and recruitment strategies formulated to attract nurses to employment 
in the hospital setting. 

Many hospitals have expanded benefit packages and have found them to be among 
the most effective nursing recruitment and retention strategies. These 
include: offering child care; health benefits (medical insurance, sick Leave, 
dental insurance); financial prograns (pension plans, tax annuity and savings 
programs); life-style amenitiesi (housit;g, on-site dependent care); and 
offering "cafeteria" plans (where employee* can direct the spending of at 
least a portion of the monies allocated for benefits). 

Creating workplace incentives is another strategy used by a majority of 
hospital.s and nursing administrators to recruit and retain nurses. Such 
programs offer inducements to motivate nurses to continue employment with one 
institution. Financial incentives, professional enhancement, flexible 
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scheduling, and stress reduction are a few of the different: aspects that 
Influence nurse job satisfaction. 

Utilization of career ladders, self -governance , performance -based compensation 
prograrca, and enhancing nursing autonomy are also strategies that have proven 
effective in the workplace. Qualified nurse executives and nurse managers 
play a significant role in initiating and developing incontivo programs such 
as these for nursing staff. 

In addition, according to che AliA 1989 Nursing Personnel Survey, a majority of 
hospitals utilize an educational strategy as part of their recruitment and 
retention efforts. Two of the most prevalent are tuition assistance to 
Ucnnsed practical nurses (LPNs) enrolled in RN educational programs, and 
tuition assistance to nurse's aides enrolled in LPN or RN programs. More than 
80 percent of all hospitals now offer both tuition reimbursement to full-time 
RNs who wish to broaden their educational oppoitunities . Overall, 
approximately 66 percent of hospitals offer tuition reimbursement to part-time 
nurses . 

Despite these efforts, many of which have succeeded in staff retention, the 
threat of continued shortages of registered nurses continues. Although 
enrollments in nursing programs have increased for the first tine in several 
years, today's nursing shortage causes continued concern that the supply of 
nurses will not keep pace with the demand. The U.S. Department of Health and 
Human Services, in its Seventh Report to the Presi dent- and Congress on the 
Status ot Health Car-e_Earsonnel . projects serious shortages of nurses by the 
year 2000, even in llgh; of major recruitment efforts by health care 
institutions . 

Reauthorizat ion of the Surse Education Act 

AONE and AHA believe chat th^ responsibility for RN recruitment and retention 
strategies extends beyond Individual hospitals and the health care industry. 
The fedcr.il government can and must assume an active role as wel?. . Federal 
funding support tor nursing education, including student support, fell from 
$1'30 million in 1973 to $59 million in fiscal year 1991. AONE believes that 
Congress must reassert its commitment to fund nursing education. Without such 
support, our nation cannot be assured that a supply of nurses will be there 
when needed 

AONE and AHA believe that the 1991 reauthor izAt ton of the Nurse Education Act 
provides an excellent opportunity to address some of the factors influencing 
the nursing shortage and to provide incentives to individuals to enter the 
profession and for nurses to remain In the profe?;sion. Accordingly, AONK and 
.^HA recommend the following provisions for inclusion in the reauthorization of 
Title VIII, the Nurse Education Act: 

• Increased funding for under^',raduate education through the provision of 
scholarships, stipetids. and other forcas of studi^at support. Funding for 
undergraduate education is essential in order to attract individuals into 
the nursing profession. 
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• Continued commiciaent to increased funding for advanced nursing education. 
Without sufficient numbers of nurses prepared as faculty, nursing 
education programs will be limited in the number of students that can be 
accepted. 

• Increased funding for and continued provision for the incorporation of 
demonstrations at Innovative practice models, career ladders, and 
innovative salary and benefit structures in acute and long-term care 
settings for the purpose of Improving retention of nurses in the workplace. 

• Inclusion of a provision for funding of continuing and advanced education 
for nurse managers. Nurse managers play a key role in assuring high 
quality health care services to the American public. These managers are 
responsible for directing both professional and nonprofessional personnel 
involved in health care delivery for groups of patients in health care 
institutions. Given recent changes in health care delivery, and the 
shortage of nurses, good nursing management decisions can promote 
cost-effective utilization of scarce nursing resources. Accordingly, the 
nurse manager role is critical to the delivery of effective and efficient 
care delivery, 

• Continued support and increased funding for Professional Ntirse 
Traineeships . A vital part of the Nurse Education Act, trairieeships 
provide financial support for nursing students training in clinical 
special cies at the master's and doctoral levels. These nurses are 
prepared not only to provide expert bedside care, but also to fill faculty 
positions . 

Conclusion 

Existing educational programs in occupational and physical therapy, 
reypiratory therapy, and speech language pathology are neither able to s'lpport 
current personnel needs nor meet increasing demand. With the growing nvunber 
of elderly and frail elderly, along with advances in medical technology that 
save and prolong lite, demand for additional rehabilitation personnel will 
f:ontinue . 

The field of medical technology Is, likewise, having difficulty In supporting', 
current personnel needs. However, unlike oth-ir allied health profession.^ , the 
t Icld of medical technology is faced with impending regulations that will not 
only increarie the demand for professionals In this field, but also change the 
status of many who are currently in practice. 

The shortage of registered nurses not only is a problem for hosj-ital staffing, 
bvit also may adver;inly affect the quality of health nare delivered to the 
American public. A:i the severity of illness of both hospital patients and 
those in post -acute care settings increases, the demand for additional and 
more highly skilled nur.ses will continue to rise. And as new models for 
delivering efficient and high quality health care introduced, the need for 
trained nurse managers is more important than ever. 

The AHA supports the reauthorization of Titles VII of the Public Health 
Service Act to provide funding to help alleviate some of these manpower 
shortages. In addition, we support the legislative Initiatives Introduced by 
Rep. Terry Bruce (H.R,1466) and Rep. Jim Slattery (H.R.2405). With some 
modification to its proposed composition, wo support the creation of a 
national advisory council on health manpower to assess the nation' s health 
manpower needs and to advise the Congress and the Department of Health and 
Human Services. 

Finally, AHA and AONK urge the Committee to use the 1991 reauthorization of 
th'i Nurse Education Act to address the factors critical to alleviating the 
current shortage of nursing personnel. 
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STATEMENT 



OF THE 

AMERICAN MEDICAL STUDENT 
ASSOCIATION 



Mr. Chairman, and Members of the Sub-Commitlcc, the American Medical 
Student Association (AMSA) appreciates this opportunity io present testimony 
concerning the Title VII programs which fund the education ot health professionals and 
the role these programs play in addressing the nation's health care proolems. AMSA is 
a national organization of more than 30,000 medical students throughout the United 
States. We are an independent organization committed to the improvement of medical 
education, the prevention of disease, and equal access to affordable health care. 

The increasing costs of education and concomitant rising student indebtedness 
discourage interested people from practicing in underserved communities such as rural 
and inner city areas, areas that typically provide less fringe benefits and income to the 
health care provider. Compounding the situation is the lack of formal training in 
addressing the health care needs of underserved populations during both undergraduate 
and graduate medicai education. 



Introduction 

AMSA commends ttie Sub-Committee's concern about access to health care in 
this country and the current review of the federal programs provided in Title VII of the 
Public Health Service Act. Problems with access to health care and health professional 
shortage areas are well known to the members of this Sub-Conmiittee. Compounding 
these problems are the increasing health care demands of impoverished children, older 
Amencans, minorities, and HIV infected people. For example, many babies are bom 
without adequate prenatal nutrition and many infants do not receive vaccinations. The 
American population is aging, but the health care field is not prepared to accommodate 
this change. There are not enough people trained to meet the specific health care needs 
of the elderly, either in or out of the hospital setting, llie utilization of health care 
services by blacks since the 1960s has increased, largely due to Medicare and Medicaid. 
Still, blacks are more likely than whites to receive health care in an emergency room 
setting, and less likely to nave a primary physician. As of March, 1991, there were 
171,876 patients living with AIDS.^ Two percent of those are pediatric cases, llie 
Centers tor Disease Control has projected the number of deaths from AIDS >n 1991 will 
reach 43,000 to 52,000, with 56,000 to 71,000 new cases reported.^ Theso problems 
increase each year, and health care professionals are not prepared to administer 
sufficient health care for these people: 

Durine the early 1960s, the federal government identified a need for increased 
numbers of pnysicians. The 1963 Health Professions Educational Assistance Act helped 
expand the capacity of the health professions educa ional system. Hnrollments almost 
doubled in the first ten years. They increased from the 1963-64 level of 8,107, to 14,898 
by 1975-76.^ 

In the mid 1970s, legislation amending TitU VII began to ocus on the specialty 
and ceographic maldistribution of health nianjjower. Wher the programs were 
reautnonzeG in 1976, Congress directed assistance toward [)rojects tnat encouraged 
health professionals to practice in medically underserved areas and in the fields of 
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primary care-- Family Medicine, General Pediatrics, and General Internal Medicine. 

In 1980, the Graduate Medical Education National Advisory Council predicted a 
surplus of 70,000 physicians bv the year 1990. For this reason, funding for programs 
designed to assist medical students interested in practicing primary care and workmg in 
underserved areas was discontinued. The Council concluded that supply and demand 
would force adequate numbers of graduating physicians to work in these areas. 
However, there continue to !;e problems in the specialty and geographic distributions of 
physicians. Health manpower statistics releasee in 1986 by the Department of Health 
and Human Services (UK'HS) show that 14 million people, or 6 percent of the 
population, live in health p. ofessional shortage areas and therefore remain underserved. 
This is despite an 11 percent increase in physicians since 1980. 

AMSA urges the Sub-Committee to continue support of the programs directed at 
correcting shortages of personnel in primary care and certain geographic areas, and 
continued support of federal student financial aid programs, including the Health 
Education /Assistance Loan (HEAL) Program. Title Vll proErams of most concern to 
AMSA are the Health Professionals Student Loan and Health Education Assistance 
Loan Programs; the Exceotiony.l Financial Need and Financial Assistance for 
Disadvantagjed Health Professions Students Scholarship Programs; the grants for 
Eixcellence in Minority Health Centers and Disadvantacfrd Assistance Programs; the 
Family Medicine Departments and Familv Medicine Residency support grants; the 
General Internal Medicine and General Pediatrics Residency support grants; AIDS 
Education i.nd Traininc Center grants; and Geriatric Education Centers grants and 
Geriatric Training and Faculty Development Programs. AMSA hopej; the Sub- 
Committee will extend the current statutory authorities of Title Vll for three more fiscal 
years. 



L Student Financial Assistance 

AMSA believes that medical students have a responsibility to contribute us much 
as they can to the costs of their education, whether through personal and family 
contribution or through borrowine. We also believe that one's financial situation should 
not represent a barrier during either the application or admissions process. We believe 
it is good social policy to ensure that any qualified student-applicant is not prevented 
from becoming a physician for lack of monies. 

During the la^t decade, medical school tuition has increased dramatically (more 
than 25 percent adjusted for inflation).** At the same time, the amount of money 
available tor education has decreased. In 1978, a student could expect a financial aid 
package consisting of 37.9 percent scholarships and grants and 61.7 percent loans.^ 
Today students rely more upon loans. According to the College Board, in 1988-89 loans 
constituted 77 percent of the financial aid funds to medical students. The percentage is 
even higher for osteopathic students. The mean level of indebtedness for medical 
graduates in 199\) was $45,840, with 75.0 percent of all graduates being indebted," For 
minorities, the rncan indebtedness was $50,944, 94.7 percent graduating with some level 
ofdebt.^ 

The time co'utmtmcnt to become a physician is very long. It requires four years 
of medical school beyond post-secondary scliool, plus three to seven years of training in 
an accredited residency program. The course work is so arduous as to prohibit outside 
employment to meet the high costs of the education. The cost of education is also 
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increased by the need of recent graduates to defer repa>Tnent of their student loans 
through residency. The average salary of a first year intern is $25,000, not enough to 
make loan payments of up to $1,000 per month. 

Without Title VII student financial aid programs, only students from the upper 
income families will be able to attend medical school. Loan programs such as the 
HEAL enable middle class students to afford a graduate education. To ensure equal 
access to medical education for every capable student regardless of family income, the 
student financial aid programs must have continued support in legislation and 
appropriations, and these programs must be expanded as necessary to meet the 
increases in costs and demands. AMSA supports scholarship monies for the 
underrepresented minority and impoverished students, subsidized loaas for students 
with recognized financial need, and unsubsidized loans for the balance of the costs 
associatea with attending medical school. 

ExceptionuB Financial Need Scholarship. This program should be continued at levels 
high enough to assist a few students at each institution. Needy students should be 
el^iblc for the EFN Scholarship during all four years of medical school. Ideally, the 
program should be funded at a level adequate to provide assistance for all eligible 
students. Approximately 75 percent of eligible students do not receive awards for lack 
of funds. 

Financial Assistance to Disadvantaged Students. This scholarship is a much needed 
source of financial aid to students with exceptional financial need. Approximately 70 
percent of eligible students do not receive these funds for lack of resources. We support 
mcreased appropriations for this source of financial aid. 

These are the only federal scholarship programs provided in Title VII for medical 
students. Tlieir importance in financing minority education cannot be emphasized 
enough. These programs have helped increase the number of minority and 
disadvantaged students who can afford graduate medical education. 

Health Professions Student Loan (HPSL) Program. This is a campus-based revolving 
loan fund that makes low interest loans to students based on need. Medical students 
must meet the "exceptional financial need** standard. In 1989-90, HPSL provided loans 
to 7,768 medical students. The HPSL loan is designed to provide funds up to the cost of 
tuition pits $2,500. Because minimal money has been allocated to the program since 
1985, the a verage financial assistance provided through this program was only $3,965.^ 
A recent report from the HHS indicates that despite earlier problems with high default 
rates, the HPSL program now has a cumulative default rate of only 2.45 percent for all 
health professions students. This is well within the acceptable default rate limit set by 
the HHS Secretary. 

The HPSL program assists only the very neediest medical students. Additional 
capital investment in this program is warranted. As students repay their loaas, these 
funds should be returned to the HPSL program and not diverted to the Student Loan 
Insurance Fund (SLIP), as was recommended by the Bush Administration. AMSA 
recommends that the Sub-Committee authorize additional funds to this program is well, 
to support financial assistance to students of (he magnitude authorized within this 
program. 

Health Education Assistance Loan (HEAL) Program. The HEAL is a federally insured 
but unsubsidized markv*.t rate loan which is the loan of last resort for students to finance 
their education. The loan program was designed to cost the government no money. A 
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Studcr* Loan Insurance Fund (SUF) financed by premiums paid by borrowers, was 
established to cover the costs of defaults. However, the insurance premiums were 
initially too low (0.5 percent) to cover this cost , and the federal government had to 
appropriate %75 million to the SUF in FY 1990. In 1985 the insurance premium was 
increased to 8 percent of the principal. With a current default rate of 8.2 percent, the 
new premium snould cover the cost of future defaults.^ 

Although it is the loan of last resort, many students rely on HEAL dollars to fund 
their educations. In 1980-81, the percentage of medical students borrowing HEAL 
dollars was 3.8 percent. In 1990-91, that figure was 38 percent.^ Recently, one lender, 
Knight Tuition, had committeu all the money allocated to their organization for FY 
1991. The current deniand is 3'^ percent above the dollar amount allocated to their 
orgamzation for FY 1990, with f projected unmet demand of $20 million by October 
1991." This is after two supplemental allotments for the Knight Tuition HEAL 
program during the current fiscal year Further appropriations are not likely for FY 
1991, which will mean a fiasco as classes begin this summer and tuition needs to be paid. 
During reauthorization of Title VII funds this year, the credit ceiling should be 
inaeascd above the 1991 limit, rather than decreased to $60 million as recommended by 
the Bush Administration. An increase in the Stafford loan program annual borrowing 
limit to $10,000 will decrease dependance on the HEAL program for many students, but 
the HEAL will remain a necessity for students who otherwise cannot afford to attend 
medical school. 

AMSA opposes the Administration's proposal to limit the credit ceiling and 
begin phase-out of the HEAL program. This will only further weaken the program, 
discouraging lenders from pjuticipating and making the loan too costly for those who 
need it the most. 

AMSA recommends increasing the number of repayment options available and 
establishing opportunities for employers to buy out a borrower's loans. AMSA also 
recommends a subsidy of 1 percent of the interest rate for borrowers who make regular 
payments during residenry (or the first two years of practice for those professions not 
requiring a residency). This would encourage good repayment habits by borrowers, 
while decreasing the overall cost of the loan. Together this will decrease the default 
rate, at minimal cost to the govermnen At an interest rate of 8.95 percent, a 1 percent 
subsidy for four years on $10,000 principal would cost $2»500. with a projected 25 year 
savings of $6,850 for the borrower. Payment of this subsidy can be negotiated between 
the lenders, the holders, and HHS. 

As a further measure to decrease the cost of the HEAL program for borrowers. 
AMSA recommends an interest cap of 12.5 percent. Should rates exceed this limit, the 
federal government would subsidize the interest to 12.5 percent, as is already done with 
the Supplemental Loans for Students program. We also urge Sub-Committee Members 
to .sponsor HR 747, which reinstates deduction of interest paid on student loans during 
the early years of practice, thereby making loan repayment more affordable. The early 
years ot repayment are when most lo^ns enter into default. Decreasing the costs of 
repayment during this time period will decrease the default rate. Making loans more 
affordable will also decrease the economic barriers to practicing in health professional 
shortage areas. 

AMSA recommends creation of a program of loan forgiveness in exchange for 
provision of health care to Medicare and Medicaid patients. Participants will a^ree to 
s^,c a specified number of patients per year in exchange for forgiveness of a certain level 
of dsbt, to be paid at the termination of the year subsequent to the terms of the 
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agreement, In contrast lo the Indian Health Service, health care profession's would 
work in an area of their choice, provided these areas contain a sufficient Medicare and 
Medicaid population. States may also contribute to this loan repayment program under 
Medicaid reimbursement's according to the need for physicians to care for this 
population of patients. 

To counter the high number of defaults resulting from inappropriate 
administration of various loaijs by recent graduates, AMSA recommends one 
stiindardized deferment form for all DHHS and Department of Education (ED) loans, 
and the creation of a Central Deferment Office. In this Central Deferment Office, 
AMSA suggests establishing a branch to act as a Central Borrower-Lender Data Base as 
a resource of information to borrowers, lenders, holders, and HHS and ED. also 
recommend more defined, standardized loan notification forms to minimize the 
confusion created by the variety of forms that are received by the borrower at various 
times. 

AMSA believes that most borrowers will achieve the financial security necessary 
to pay the high levjis of indebtedness accumulated with this loan program. However, at 
the time repayment begins, the borrower may not have adequate income, and the loan 
may enter litigation wiin ultimate bankruptcy and default. Currently, there is no process 
for "curing" these loans. Once a loar has entered default, it is always in default despite 
future efforts of the borrower to repay. We believe that all efforts of due diligence, 
equal to th^. measures available in the private loan market, must be exhausted before a 
loan enters default. Once a loan is paid by the Secretary, all efforts should be made to 
bring ihs loan into repayment and "cure'' it from the default rate. Given adequate 
opportuniw to repay the loan in this manner, we believe that the 8 percent insurance 
premium will more than adequately cover the costs of due diligence and cure 
procedures. 

AMSA opposes variable insurance premiums and variable interest rates by 
discipline accoraing \o that discipline's default rate. This would make the cost of the 
loan prohibitively expensive for borrowers who cannot afford the current costs of the 
loan and only increase the future default rate. AMSA also opposes imposition of a 
performance standard for schools participating in the HEAL program. The current 
method of calculating the defauh rate for tne HEAL program is tne method used for the 
Stafford Loan. Should a performance standard be used, we recommend that the defauh 
rate be calculated using the same variables as the HPSL program. As with the HPSL 
program, HEAL loans should also have a cure process. 

We are also very concerned about problems that a performance standard would 
create for institutions with large percentages of minority students. MinoriW students 
borrow more HEAL dollars than do non-minority students, and medical schools with 
high numbers of minority students have amonc the highest default rates in the HEAL 
program. For example, at Mehany Medical College which has above 80 percent 
minority enrollment, the claim rate for HEAL dollars as of June 30, 1990 was 25,5 
percent, with $20 million borrowed. Tlic University of Southern California, which 
traditionally has very few minority students, had a ciaim rate of 1.8 percent with equal 
amounts borrowed.^^ Of the 17 medical schools with default claim rates greater than 10 
percent, 12 had minority enrollments well above the national average. Should these 
institutions be excluded from the HEAL program, the number of graduating 
underrepresented minorities would decrease, thereby reversing the one of the goals of 
the I^ibiic Health Service Act. 
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II, llnderrepresented Minorities and 
Disadvantaged Assistance 

Title VII attempts to increase the number of underreprescnted minorities in 
medicine. The Bush Administration has requested $31.6 million for the Disadvantaged 
Assistance Program. This money funds the Health Careers Opportunity Program 
(HCOP), the government's primary vehicle for minority recruitment in the health 
professions. HCOP provides grants to schools to SMpport the identification, recruitment, 
retention, and placement of mijnority and disadvantaged students in health professioas 
schools. This program has helped increase the applicant pool and reduce the attrition 
rate of minorities in medical school. Although the number of minority students 
matriculating to medical school has been increasmg at a very slow rate, the number of 
minority applicants has been decreasing. The percentage of underrepresented 
minorities m medical school is still below each group's representative percentage in the 
general population." Therefore, these programs deserve legislative support and 
adequate appropriations for continuation at or above current levels of existence. 
Support of tnese programs is consistent with the Administration's goal of improving the 
health status of racial and ethnic minorities, as minority health professionals are more 
^ likely than arc non-minority health professionals to work in health professional shortage 
areas. 



IIL Primary Care Training Grants 

Despiti^ the physician surplus predicted by the Graduate Medical Education 
National Advisory Council, the number of allopathic and osteopathic physicians 
choosing primary care specialties declined from 73,489 in 1963 to 67,687 in 1986, and 
continues to decline. Of these primary care physicians, 45 percent are over age 55.^"* 
This shortage will worsen, as only 25 percent of allopathic graduates and 40 percent of 
osteopathic graduates plan to practice primary care. Contrast this with the proportion of 
primary care physicians in Canada and Great Britain, 50 percent ancf 70 percent, 
respectively. Inerefore, it is important to support educational programs that emphasize 
primary care training, since patient fees anci research grants cannot support outpatient 
training in these specialties. The Administration's proposed budget for Title VII 
funding recommends cut backs in programs designed to support primary care and 
geriatnc training. These programs provide an environment where primary care training 
can prosper and attract more students to these specialties. AMSA reconrmiends 
retaining the existing programs for Family Medicine Departments, Family Medicine 
Residencies, General Internal Medicine and General Pediatrics Residencies, and 
Geriatric Education Centers and Geriatric Training and Faculty Development, and 
providing them with adequate monetary support in FY 1992. 



IV, HIV/AIDS Training 

AMSA believes that AIDS education should be a fundamental component of 
medical school curricula and clerkships. AIDS encompasses all areas of health care and 
transcends cultural, racial, and age boundaries. Managing HIV infection and preventing 
its spread is the responsibility of all pL^icians- surgeons, obstetricians, and internists 
alike. Therefore, programs like the Health Resources and Services Administration's 
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AIDS Education and Training Centers (AIDS/ETQ) need continued support from this 
Sul^Committee, and authorization for continued expansion. Undergraduate health 
professionals also need to learn how to deal with the special medical, social, 
psychological, and ethical problems associated with treating AIDS patients. Therefore 
AMSA recommends expansion of AIDS/ETC to involve the pre-clinical curriculum. 



Conclusion 

Title VII contains programs that address many of the health problems facing our 
country: minority recruitment and education, health professional shortage areas, access 
to care, AIDS education and research, and primary care training. AMSA believes that 
the programs authorized within the Public Healtn Service Act help meet the health 
requirements of the nation, as set forth in the HHS report HCftl^hy People 20QQ, and 
deserve continued authorization by this Sub-Committee. 

Thank you, and we look forward to working with the Sub-Committee to develop 
legislation on various Title VII programs in the coming week^. 



For more information, please contact: 

Shelby Rush 
Legislative Affain Director, AMSA 
1890 Preston White Drive 

Reston, VA 22091 
(703)620-6600 EXT 211 
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POSITION SUMMARY 



AMERICAN MEDICAL STUDENT ASSOCIATION 



THE HEALTH EDUCATION ASSISTANCE LOAN 



MAY 1991 



AMSA believes that the HEAL program remains a vital pari of ihc Icdcrai sludcnl loan system. However, 
we recognize lhai seme difficuUies e«sl. The following is a brief summary of AMSA's rccommendalions 
on changes that can be made to improve the efficacy of the HEAL program as related to (he default rate, 
loan repayment options and rmancial aid information disbursement. The enclosed text is an expansion of 
these recommendations. 

I. The High Default Rate 

AMSA recommends: 

1. The creation of a single deferment form for all federally administered loans and the 

establishment of a Central Deferment Ofncc. 

2. The establishment of a Central Borrower*Lcndcr DaU Base to act as a resource for both 

holders and borrowers. 

3. Standardization of loan notification forms to eliminate admmistrativc confusion. 

4. Establishment and enforcement of due diligence and cure procedures. 

II. Loan Repayment Options 

AMSA recommends: 

1. Inaeasingthe number cf options available for loan repayment schedules, including 

repayment based on percentage of income. 

2. Establishing opportunities for employers lo buy out a borrowers student loans. 

3. Residency program participation in student loan repayments. 

4. Offering a reward (o bi>rrowcrj; who participate in an early repayment schedule. 

in. Financial Aid Inrormation Disbursement 
AMSA recommends: 

1. Offering a standardized training program for all financial aid officers. 

2. Offering borrower counselling just prior to the start of repayment. 



For further hformatior), please contact: 



SheltyyRush 
Legislati\'B Affairs Director, AMSA 
1890 Prestof} White Dr. 

Reston, VA 22091 
(703)620-6600 EXT 211 
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POSITION 

AMERICAN MEDICAL STUDENT ASSOCIATION 
TF £ HEALTH EDUCATION ASSISTANCE LOAN 
JUNE 1991 

Background: 

The Health Education Assistance Loan (HEAL) is a federally insured loan program authorized under 
Title VII of Ihe Public Health Service Act. 8% of the initial principal is dcducied before disbursement 
and contributed to an insurance fund known as the Student Loan Insurance Fund (SLIF). The interest 
rate is set at 3 percentage poinu above the T-biU and begin: to accrue at the time of disbursement. 
Interest may be compounded annually or biannuoliy according to the terms of the lender* The 
lK>rrowcr can defer payments on (he principal and interest of the HEAL loan during a 9 month grace 
period after graduation and up to four years while in an accredited residency program. In this instance 
the interest may be added to the principal balance at the discretion of the financier. Finally, lUt loan is 
repayable over a period ofcither 10 or 25 years. 

In fiscal 1990. 12,635 students (40.7% of borrowers) at allopathic medical schiwk borrowed a total of 
$107 million (39.5% of total HEAL dollars). During the same year, 4311 :Jtudcnts (m% of 
borrowers) at osteopathic schools borrowed a total of S46 million (17.0% of HEAL dollars). The total 
number of HEAL dollars lent in fiscal 1990 was $270 million to a total of 31.071 borrowers. The 
medical students totaled 54.6% of HEAL borrowers and used 56.5% of HEAL dollars. Medical 
student borrowers contributed a representative amount of S12.2 million to the SLIF in 1990. The 
Department of Health and Human Se.vices (DHHS) states that ^% of medical students have HEAL 
money included in their financial aid portfolio. 

AMSA recognizes that the original purpose of the HF-AL program was to /nakc money available for 
health professional students, at no cost to the federal government. The loan was designed to allow 
capable students, with needs beyond the scope of existing grant and loan programs, to obtain an 
education in the health profession.^. The HEAL loan is the "loan of last resort' and was designed to be 
completely self sustaining. We believe lha: while there are significant problems, in the program, the 
HEAL is of tremendous importance to rLcdical students. Phase out of the HEAL program is not 
warranted at this time« but improvements are necessary to alleviate some of the difficulties. Specific 
problems which need to be addressed include the high default rate, the high co.si of the loan to the 
borrower which we feel contributes to the high default rate« and vaiious administrative complications. 

L The Default Rate 

In 1990, the government paid $26.1 million in HEiAL default claims. Amouius paid for t)orrowcrs from 
allopathic schools totaled S6 million or 23% of total default dollars and S2.8 million from osteopathic 
.schools or 10.7% total default dollar< The total default rate was calculated at 7.7% of l>orrowers 
and 9.7% of disburs<;d dollars. 4.3 % of borrowers who attended allopathic medical schools defaulted 
on their HEAL loans. The default rate was 4.8% for those who attended osteopathic schtxils. 

Although medical .students borrow a large amount of total HEAL dollars, the percentage of medical 
student borrowers in default is low. However, students of the medical profession account for a large 
portion of default dollars due to the si/e and numbers of their '.oans. The amount of money owed by 
medical student borrowers at the time of repayment retkets the high co5it of medical education and (he 
Senglh of time to licensure. As students rely inaeasingly on HEAL dollars to fund their education, the 
number of loans in default may change. The 1990 claims for all medical student.s, although still 
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sigLificantiy smaller (baa (he claims paid for other disciplines, is more than double the dollar amount 
of claims paid in 1989. 

There are several factors contributing to the high default rate among physician borrowers. Technical 
default^ defaults arising from incorrect admin istratico cf deferment forms, makes a significant 
contribution. In 1990 the Association of American Medical Colleges matched the list of allopathic 
physicians in default with its list of physicians enroled in residency programs. They determined that 
over 60% of the defauluof loans held by allopathic physicians should have been listed in deferment 
secondary to enrollment in residency training programs. Somewhere in the paperwork process and 
confii^on that accompanies graduation from medical school, relocation and starting a residency, the 
borrower encounters difftcultics and fails to send the appropriate forms to the correct institutions and 
servicers. 

Other admini&tiative complications cxLst. A significant number of defaulters made good on the loans 
after the time of litigation. This wou«d indicate that lailure to repay may have '.cen due to a 
communication failure in the notification of due payments, inaccessibility of the borrower to the holder, 
or other misunderstandings between the holder and the borrower. Loan portfolios for health 
professional students tend to be very diverse, ar^d this increases the borrower'^ misunierstandings of 
his loans. Managing repayment of all the different loaas requires good administrative skills, in addition 
to adequate income. 

Insufficient income in the first years of repayment also contributes to the high default rate. All 
education loans taken by physicians come due cither during residency training or during the early years 
of practice. Considering that the HEAL is the "loan of last resort," borrowers wiil have multiple other 
loans of substantial size which come due either before or at the .same time as the HEAL loan. These 
payments may be as large as $750 to $1,000 a month. The salaries earned by residents in the last years 
of residency are rarely more than $33 thousand. Payments of this caliber arc simply not possible on an 
income of this size. 

Currently, there is no cure process for HEAL loans. Once a borrower becomes established, he may 
cmer repayment on previously defaulted loans but these loans remain within the default statistics. The 
DHHS should establish a means by which these borrowers can be cured from the default calculations. 
Furthermore, HEAL regulations should incluHe due diligence processing equivalent to that for the 
Health Professional Sttident Loan or the private loan market. 

Although it Ls impossible to completely eliminate the defaults a number of steps may be taken to 
deaease the rate of default. 

Recommendations: 

1. Single Defennent Forni and a Central Deferment Agency 

Cunently there is a great deal of contusion concerning the submission of deferment forms. Individuals 
who borrow from multiple programs must fill out a separate form for each program. Each form may 
have specific information requests and all must be signed by the residency program director who must 
then forward it to the appropriate agency. For the borrower who uses multiple lenders and multiple 
loans, there may be 10 or more deferment forms involved. All this paper-work creates a number of 
places where the process can break down, for any of the different loans, leading to technical default. 

AMSA rtcomjncjidi the ciralion of ■ single multiple copy deferment form and ■ Centml Deferment 
A^cy to help alleviate the problem of technical default* A single multiple copy form can be designed 
with sufficient information to satisfy the needs of the various programs, including both Department of 
Holth and Human Services (DHHS) and Department of Education (ED). Once the student has filled 
out his section, he would forward the form to the Director of the residency program as is currently 



ERIC 



273 



274 



doac. The Director would verify the borrower's earoUmcDt m the program aod redirect the 
approprute copy of the form to a Central Deferment Agency. 

The Central Defermem Agency would be a federally administered office responsible for informing the 
loan holders, the loan servicers, and DHHS aod ED of the borrower's status. This agency would be 
responsible for notifying the borrower when his loans enter into deferment. By simplifying the process, 
technical defaults due to incomplete administration or complete failure to submit forms would be 
diminished. 

2, Cenlrsl Borrower-Lende:: Information Data Base 

To alleviate the defaults due to other failures in communication between the holder of the loan and the 
borrower, AMSA raooouMadi cslabUtliicig a ceaInU daU bank cootalnlDg the roUovHng informatloiu 

a. The borrower's name, addre&s, and telephone number. 

b. The name, address, and telephone number of two 

other people who know where to reach the borrower. 

c. The name, address and telephone number of the 

school from which the borrower received his/her 
degree or which the borrower most recently 
attended. 

d. The borrower's (expected) year of graduation. 

c. The name, address and telephone number of the 
boaower's residency program. 

f The name, address and telephone number of all 
holders of the loans used by the borrower. 

g. The type of loans, with the year disbursed, the 
principal, and interest rate of each, current 
status of the loan, and when repayment begins. 

When there are diflicultics in communication between the borrower and holder, either one may access 
this data bank for the purpose of improving communication ,\nd obtaining this centralized information. 
As is the case cunently, to update the information, the borrower would have to request a new form and 
fill out the appropriate section(s). 

3. Standardized Notidcation Forms 

Standardized notiTication form* would also eliminate a lot of administrative confusion for the borrower. 
Currently many forms contain vague information conurcing the terms of the loan, the bank from 
which the loan was borrowed, the interest accrued, repayment dates, etc. aMSA recommends a 
biannual distribution of a standardized loan notlflcatlon form which would contain the followinK 
information: 

a. The name, address and phone number of the holder 

b. The type of loan, date and amount of disbursement. 

c. The interest rate. 




275 



d. The amount of interest accrued, 
c. The compounding schedule, 
r. Tbc date repayment begins. 

g. The expected monthly payment. 

h. The breakdown of interest to principle per paymcm. 

ba^cd on an amortization schedule. 

i. The curreat deferment status of the loan. 

4« Due Dlligei J Procedures 

While most borrowers do not have adequate income at the time repayment begins to fuirdl their 
monthly obligations, mo:»t will achieve the financial security necessary within a few years. However, 
when repayment begins, if the borrower does not have adequate income, the loan may enter litigation 
with subsequent default. Currently there is no process for curing these loans. Once a loan has entered 
dcfaidt. it is always in default despite future efforts of the borrower to repay. AMSA recommends that 
all metbodi for colleclioii on ■ loan, equal to those used in the private loan market, be exhausted 
before a loan enters default Additionally, once the loan Ls paid by the Secretary, all efforts should be 
made to bring the loan Into repayment and cure It fix>m the default rate. Given the opportunity to 
repay the loan in this manner, we believe that the 8% insurance premium will more than adequately 
cover the costs of defaults and due diligence and cure procedures. 



As noted earlier many defaulters demonstrate insufficient income at the time of default to make loan 
repayments. AMSA believes that expanding the options in loan repayment will help alleviate the 
problems associated with inadequate income, 

1. Expanding Optirns For Loan Repayment Schedules 

V/hcn loans initially come due. physician borrowers arc often in residency training or entering into the 
first years of practice. During these years borrowers have a high debt to income ratio even though they 
will earn sufficient income later to make complete and timely payments. Because of the high debt to 
income ratio, loan repayments become burdensome or even impossible. 

AMSA rectmmends that borrowers be given additional repayment options based on projected 
income. For example, by graduating the loan repayment schedule based on a percentage of income 
rather than a flat rate, borrowers could repay to the extent that they arc capable. As the borrower's 
income increases, the monthly payments will increase proportionately. Alternritively. the percentage of 
income due could increase as total income increase .. All repayment schedules sliil are to be completed 
in 25 years. These options are a few ol the variations that could be arranged. 

2. Employer lx)an Buy Outs 

As an incentive for physicians to work in primary care field in underserved areas, AMSA recum mends 
that employers be given the opportunity to pay a borrower's HEAL dtbt. provided the employers 
agree to reduct the interest rate on the loans. The admioistration of such a program may be handled 
through the employer or i( may be contracted out. Accordingly, the borrower would make payments to 
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Ihc employer ctirectiy or to ihe servicer. The federal governmcnl would conlmue lo insure th*; loan. 
The decreased iiiicresi rate on ih;* loian will icrvc as a rccruiimcni ick)I for employers, pariiculaxly 
I how in ujidrrscrvcd ^cus who arc looking for primary care pfaciiiioners. UUimaicly, this plan lessons 
tht cost of medical cdur^adoo. 

Al*o, ii commUDity could offer lo repay ihe hmn in part or entirely in return for i service com rati 
This option am as ar irccntiv^: U)r borro'Acrs to work in coiumuniiic^ which have ihc nm.M iicvd lor 
physician services. The agreed or, icrmr. of rhc senuc contract would be lelt to the C(»mniuniiy an'* the 
borrower. 

3. Residency Pro|{ram Involvement in Repavments 

Loan repayment arrangements could as an inccniiv^ for primary care residency pfo^anu to aiiract 
students whose level of indcbicdncis might otherwise direct them towards the better paid tertiary care 
subspecialties. Medical students ainsistcntly steer away from the primary care spcciaUics at a time 
when many of the already practicing physiciaas are retiring. As a result of this trend, in;: j^hurjag'-. of 
primary care practitioners continues to grow rather than diminish. Prim;jury care specialties l>-picallv 
earn signilfcantly smaller salaries ihan the highly technical lorliary care .suhs}>cci jUies Moreover, ihc 
cosi of medical education continues lo rise, and medical .stodent debt rises with il. The high ocM to 
mcome ratio serves as a disincentive to students who might be interested in primary care. By 
encouraging residency programs lo offer loan repayment options^ that disincentive may be diminuhcrt. 

AMSA recomoacods cncoura^fm^nt of residency proKram participation In student loan rtpaymrnt. 
There are multiple possibihties for loan rcpiyracm. A tump sum bonu.s could be paid direcil) to '.hr; 
lender in the name of the interas and residents, at the start of each year. Paymenis may be made on a 
monthly basis directly to the borrower. Or additional suras of money could be added to the 
participant's salary as a bonus for repaying student loans. The amount of the rcpaymeoi Iwnus may be 
a topic of negotiation between the institution and the resident. 

There are additional benefits in encouraging residency programs involvement in the student h^n 
repayment plan. For the loan holders and the federal government, there is diminished eh37.ec of 
default with all of the Tmancial and administrative benefits expected. Morovcr. a mechanism I' ( r loar. 
repayment at this juncture would create a place to offer financial counseling to the b^n rower. Tor (he 
bonower. earlv payments on the loan diminish the ultimate financial commitmem. And \i gives the 
residency program a strong recruiting tool. 

4. Incentives Tor Early Repaynrim« 

As the loan system currently exists, bor'-owcrs are discouraged from defaulting rather ilun enci)ur.igcd 
lo pay The incentive for repayment is lack of punishmenl. AMSA believes that rrwanls. for rtlllKt n^e 
and eariy repayment would promote good borrowing behavior and eariy retirement of de'ut, to lh« 
benefit of the borrower and the federal goveraracnt. 

For example, the federal government could offer a subsidy of 1 interest jxiint on a loan lo borrov.crs 
who made regular payments daring residency. In order to receive this benefit, borrowers would bi: 
ejrpcaed lo repay a specified minimum monthly payment, possibly $50 to $100. for the duration of their 
post graduate education (See ATTACHMENT A). Alternatively, the reward swtcn could f(x:u«. on 
early repayment after residency is completed. A young practiring physician could agree to rflire the 
loan in a shorter period of time in exchange for a cut in his interest rate. AMSA believes that Ih^s type, 
of reward system will encourage borrowers to develop good repayment habits. MoTcov^,r, a cut in the 
debt burden benefits the federal government by potentially diminishing the dofauh rate. 




ill. Financial Aid lulorn^atiion DisseminaUon 

rtc fCikrAilSy aftainisicrc loan pio^ams are coiaplicaicd knii confuiio?. A ln)rTaAcr's ohIv coauct 
witk ihc %yifc*n is oftrn Iht meoicai '^oct\ ioaa ci>unscloi, who aas as a gaie-kcrpcr by sdvuiixg 
ihc boritivitr oti ibs bcil lo^n pa^'ltaRt. ^Vlulc hcrowcrs riccivc inlaraiaiion throughout ibeir 
uadcfgradualfc ixainiftft and «! /^ii iji.UTvicw. ibc iafonKatiou cor,ccraing rcpaynicnl schedules w 
soniiJtiwcs i»cwnp»c^c cifvfv io^>p<Miunr. Iimto; i.e. ytars \)zinrc I be actio! ntarl of ban 
repa>vicc:. W^o the lwrr-7v*cr bc^m lo vwnjinc iui l<uo rcfjayuictji siiuaticm, nc w ofien coniuMrd 
arid wa&ies a ^cu clcal of tirttt wc^king c)»l loan »^t|ia/nirnt vih^iiults And op(ioRi wiucb arc 
coiopu'.ibk »vicw hia incor^ir. The prcvicys scciions cociAiatd ccoiiiica^s on ;bc adjtr.mistr.invi: ii^pccti 
of mfofmntico disburse me ot. Twa seaioa wid xijctaiii some re^^.r.mtnciidaliiiiu oa the formal of 
icformsuoD di:^&itnaX(oo. 

Finanr ial Aid ?crsottne{ Coiinvelihig 

The sv«cm o\ fcdcr U>^q prograni\ is cc/nplicaieU, ar!Q eliswbsljty for *oac p3Ck«gri virici ifi?ju ^hwil 
!o scivool ncajtciu' ai*! offiCf^t arc the bcrrowrr's n^ajor contaa vditb Jhf fckrai •itudcui ic^.j» 
und scrvr ai a iHijor soiuci; o( infofciaikxi. MfHcour, it is tUe uosjiti^,' '\id oCnccr svho is TC.sjx)asir>lc 
lor dcicir^ittin^ actordiog no federal a;uidcii«r, *hici: studcnu arc cL /?c fo: vjrmus loac pr\>warai. 
There L^ no spcdTtc uatniog p^roasi fi;' finanuaJ aid officers, M,iiich ofiCQ fcswlts in an infor^nation s^ap 
co^tccfoin^ ibc »vaiUbi)ity aod lurms ->f k-ju; prt^pams. Ullimaic)y, tx>»TiT.'.er* mxs - noi rtcf.iic the 
cic«A dcsirab^r locn package "v^-^/ih nay r^:^uii la signifvcanl iritrcase in ihr coi? or ihrir cducai»on. 

IXXAU5?. 5bc fiuincia) aid ^yfCicc »s b^t? critical to ob^auiia^i u:c mos: ('^^lu^-^blc loafl picicak^. \MHX 
nrumnnda li» tf tii.bii<tibY«.t of « fftdcntUy uiiiuinlsUm ffiui^ri.xl Aid omctr inii>in(t pro^m 
The ptograaj vwJ4 i>ffef fioaociai aid officers iofrTwaleotj on each of the lost* pn^.ams. th< cjU 
for qu^if^caticn for tbe programs, and 'inSoiwist^u coaceining the itdaxi/i'^tiraiion o( ^hcsc programs. 
By cii>>>ii^iriy a njore educated loan officer pooi, AMf'A bcUe^TS ih<d bo* rcwca 'vtU federal loan 
prograjCQS raoic wisely a-nd w^l! receive t<tier loan packigfs. addiiio^i, ujjinioujoiia] misaic of 
fedrral ban programi d>2c lo luicjrai Informa jcn will dcr.riuvwv hcAh she L\>r rower and (he fetici^l 
govcratsem will ultimateiv *>\xn6 less on mr iit'al educaiioc a3 a result. 

'.'uivc&ily borroH^rs aim^; th-r it'jde-it [o-\ri pr^^t^rjms arc required ihr.im: vduar^iiinv* btxh up^m 
rr:a:iyutg the !oan Kid d«wi&g jbc cx^t micvtc* ,(u< prior to g;raduauon . I hii ».*>jTiseilir.g is rccf:ss;vy 
10 edfJcAtc borrtjwers os all is.*ici rria?cd to siudrut lO!t«r..vi;i moic of the bsuci f ciafcd lo hnu 
('•jf^rmir.mi. Ho*nt*. ift (cr^s of wiu^i loan fcpa>tacac. i; occu\ oo far in iidvancc. Murh of the 
[ofonnai'ow cych'atttwi ?i iSei^ intcfvi^y.^ About the spccifica oi loan repayment scb'jduks 15 ioit or 
for^iXi^n by ihc lime the borrower i^t:t^\ ic ut^ u. 

VMSA reeot«JMd(» Umi; a^4ditio^ s'ouvv\cOia$ oelwc««2 t;^e Cfoldts' and \ht boir^wtr talcv pl^ 
sborO:* hn^nct iuao ir$](nyVB9e»j( h 4d»dyt«d to iM^a. The courLSCLiing et^^td not I.^IlO ^ias*', through a 
me<rtii\^ 1 e':i aiid/vr m^tUir4{ hifofmaiii>o may bf *drf{i'^tc. pfcvidtd iLc/c is proof than he 
bono^jr b*! !f cclvt d the in/r»™;»liou The bjUitr of civ-. Kkg kaows tot mi>s: aixiul the bonowcr $ 
dcb(? and tepavmcal possibilities. IT^crt- (or*?, it i\ lo^ad Uu? fhu hry^dtt he rc^poosibtc for the 
dispersal of inforrMtco to^^ce'af.ng the spcc^^c^ c4 ibc btirrowcr s ioai rcpaymcni schedule. 

The ccjnscUin;; profrrars i'ooulU i^:J.;dc the following tr<fi>fmaliou: 

t The, typt aad number of lo^ns tui-. borrower hcJds. 

b. 'i'V.t ri):otifit of nriocipic and ^ci^ ucd inlerfsl. 
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c. The iDterul rates and compounding scucdules. 

d. Possibilities for loan repayment schedules. 

e. Possibilities for loao cousolidation. 

f. The amount of monthly payments, including the 

breakdown of interest and principle. 

g. The name, address, and phone number of the holder. 

Amsa believes that counselling offered in a timely fashion will increase prompt repayment and diminish 
confusion related to unclear repayment hedulcs. Moreover, it will permit borrowers the opportunity 
to arrange repayment schedules which will raoirc adequately fulfill their needs. 

Conclusion: 

With these improvements to the HEAL program. AMSA believes that the federal government can 
continue to assist qualified people as they pursue careers in the health professions. Without this 
program^ AMSA has reason to believe that many professional schools, cspcc ally those that arc rely on 
tuition for support rather than research grants, will close. For a number of years, AMSA has 
attempted to establish a privet loan market for our student members. We have not been able to fmd 
private investors or investors within the banking and insurance industries. The Association of 
American Medical Colleges has established a private loan market (MED Lxsans), but has expressed 
concern over decreasing capital for future borrowers and problrms meeting current demands. Any 
chance ihat AMSA or other organizations has will be jcopardizcu by a breakdown in the government 
guaranteed market, for obvious reasons. Therefore AMSA recommends reauthorization of the HEAL 
program with adequate borrowing ceiling to allow adequate support of the health profession students. 

For more information concenxingAtviSA 'j posttion on improvements for the HEAL program please 

contact: 



Shelby Rush 
Ugislativt Affairs Director, AMSA 
1890 Freston iVhite Drive 
• Reston, VA 22091 
{703)620-6600 EXT. 211 
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ATTACHMENT A 

SUBSIDIZED HEALTH EDUCATION ASSISTANCE LOAN 
RATE COMPARISON DURING RESIDENC Y 

Annual Amount $10,000 

Number of Years 4 

AMSA interest rate during residency 8.95% 

AMSA subsidized interest rate during residenq' 7.95% 

Interest accrued during residency $19,625.02 

Interest accrued during subsidized residency $17,125.67 

Cost to subsidizer $2,499.35 

Overall savings to the student $6,844.55 



rail savmgs to tne student 
over 25 years of repayment 



Source: Knighl Tuition Payment Plan. The sdving-s to ihc borrower only include the cc t of ihx- 
subsidized interest. The savings arc further incrcastrd by (he monthly interest payments mad ^ u rJer 
this plan. 
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apxa 



American Physical Therapy Association 



Hit North F^ai&VMI.AI«i4n(}n4 VvyAia223U U9a (7031 (94 2^62 • FAX <7o)i 694 ri43 



June 10. 1991 



Hk Horvorable Henry Waxman. Chainaan* and Subcommitiee Meroben 

Health and ihc Environment Subcommittee of the Energy and Commerce Committee 

512 House Annex 1 

Washington, DC 20515 



Dear Mr. Chalnnan and Subcommittee Mcrabere: 



On behalf of the American Physical Thcnpy Association (APTA). a national memberstiip asaociatlon 
representing 51 W physical therapists, physical therapist assistants and 8lu<Jenu of physical therapy. 1 
wish to submit the following comments on the reauthorization of Title VU of the pubUc Health 
Service Act. Specincally, the AKFA la yeiy supportive of H.R. 1466, the Allied Health Professions 
Promotion Act of 1991, Introduced by Rcprescnuiive Bmcc. 

As the Subcommiuee is aware, the nation continues to face serious shortages of key medical 
rehabilitation professionals, with the most dramatic needs being in physical thenipy. Many facilities 
including hospitals, nursing homes, home health and rehabiUtation agencies and other service providers 
are increaslngiy unable to recnilt sufficient numbers of physical therapists. The skills and services of 
these practitioners are critically important in the provision of care to the elderiy. the chronically ill and 
individuals with disabUiUes. 

The foUowing iUustrates some of the current/projected suUsUcs for the physical therapy profession: 

The Shortage of Physical Therapy Personnel 

Based on currtnt data, there are an estimated 7 1, COO licented physical therapisu in the 
United Swtes today. Of the 71.000, 70% (49,700) work ftiU-llmc, 23% work part-time 
and 7% (4.970) are reUred or not workUig. Thus, the currem work force Is estimated 

10 be 66.030. 

• V)c Bureau of Labor Statistics has projected that physical therapist positions will 
increase by between 48% to 62% by the year 200 If one lakfs the Bureau's 
moderate percentage increase of 57%. then this n. ^ that the number of positions 
should increase by 39.000 over the 1988 flgure of 68,000 positions, in other vrards. 
there should be approximately 3.250 new posidons added to the maikct each year for 
the next twelve yean. 

Approximately 4.200 new licensees entered the physical therapy work force last year. 
An estimated 2.4% of the toul work force (1,585) leave pmcUce every year to 
atirilion. This results in an annual gadn in the total work force of 2.615 physical 
therapists. We predict, based on thr current numbers of enrolled students, that the 
demand will continue to outstrip the supply. 
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Demand 

The pracUcc scitiiigs cxpcricncljig ihc gretiett ahortagti arc rehabiliuuion ccnim, 
hospitals, schools, nuning hooics, and home health agencies. It should be noted thai 
patlenu of all age ranges ait included. The surveys conducted In several states 
(Georgia. Maryland and New Yoric) indicated thai a 15-19% vacancy rale for physical 
iheraptvts exists in these scuings. 

Research conducted by the APTA has sho^Mi thai the application to acceptance ratio in 
physical therapy enuy-level education programs Is nearly 5:1. Thus a large number of 
qualified students are adversely affected by a lack of funding. If funds were available 
to increase enrollment, greater numbers of physical therapists could be graduated to 
mcci the demand. 

• Physical therapy education is expericfKing a short- fall in (^Jallfied faculty. The final 
report of The Taslc Force of Faculty Shortage (November 1985), funded by the APTA, 
predicted that an additional 300 faculty prepared at the doctoral level will be needed to 
teach in physical therapy cnUy-level education programs by 1997. This number did 
not account for increases in the number of programs or irnreases In the number of 
students enrolled. Q)r»<qucnUy. the number of faculty must be Increased beyond this 
figure to meet the itKn^ase in class si7.es necessary to graduate the addilional therapists 
to meet Uic demand. 

• llK number of fuU iimc physiciU therapy faculty has iiKrtascd since 1985. However, 
the number of vMcaocies luis itKreased from 66 in 1985 to l(M in 1990 and is 
projected to increase to 105 vacancies for the academic year 1990-91 representing a 
12% vacancy rate. In addition, the number of new programs in insUtulioas previously 
without physical iherapy education piognms has Increased* further expanding the need 
for new faculty. See enclosed article for additional details. 

Based un these statistics, it is ob>iou% that the number of available physical iheraptsi positions far 
exceeds the cument supply of graduiOcs from physical therapist education programs. The solution to 
the inadequate supply problem is U) increase the number of physical therapists bv expandiok the 
number uf f ac ulty and the class size in existing programs. A solution lies in the passage of H.R. 1466, 
the Allied Health Professions Promotion Act of 1991. 

The Bnicc bill provides a much-nccdcd authorization for expansion of faculty and program resources 
and cnify-level student irainccships. Tlie APTA is particularly supportive of the provision which 
esrmarVs 75 percent of this proposed funding for those allied healiii pfofcssions with the vnosi 
signincant nationalAtgional shortages and who play a significant role In the care and rehabilitation of 
the elderiy or disabled, litis is certainly the most efficient allocation of fiuiding because it would 
ber^nt those allied health professions with (he greatest needs. 

The bill alM? provides funding for he advanced training of allied licalih pemonncl. which would assist 
wiUi increasing the number of faculty and an Advisory c:ouncil on Allied Health, which would have 
eight menibcrs fronj allied health professions on it who cwild advise and make rtcommcndatioa^ to 
a« Dcpannicni of Health and Human Services. The API A believes that both of these provisions 
would be very bcnoncial. 
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For fi«c*l year 1991, Congress luthorixed S6 million and ippfopriiied $1,659,000 to be used for ; nnU 
for lUied health ftcuily ind program dcvdopmciH. TWi U only ihc lecond time linoc 1980 thai 
fwding been appropfiitcd f'>r Ihli puipoac; it dod not begin to raccl the fundlr\g needs of physicai 
therapy * the oUier allied health professions. As proof, the Bureau of Health PrDfctsions received 
124 io%9it for FY 91 (49 had phyitcal therapy componenu) and will only be able to provide 

fun^ hem. 

> did with the nursing profession, the Aracrtcan Physical Therapy AssodaUon urges your 
support for H.R. 1466 at tl* full authoriiailofUcvcls. We do appreciate your Interest In physical 
therapy and the other allied licalth pn>fessions\ 

Sincerely, 



Pamela Phillips 

Associate Director, Ooveniment Affain 
Enclosure 
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Faculty Issues 

HI 



Hy EJkn N. W.xmIs 

As ibe denuixl lor p*iyi»c«l tbcr»p> 
xrvKcs incTc««s. ihc siwtuge of fac 
ulty 10 cduaite hiturc physical thera- 
pists and phystca) iherap^ au»un:s 
hccofncs HMire and more of a prx>nty 
\\s\it ihc profttMon. Whrn Rose 
Sp^rUt Myers. PhU. PI, joined APTA 
111 I^Kl as associate director of bJuca 
tK>n. hff fir*I assignmcni was lo pre- 
pare fnf tneelrgs o( ihc hacult>' Sh»)n- 
:jjic Task l otc*. In the scsen year* 
sitk<; ihis group oumpleied its wtwk, 
AH A h-*^ vwMked hard to a^tdreM 
issues rel^\ed 'o Ihc faculty shoMage. 
siKh js ifauiimeni. retention, and de- 
vck»pnicni. In the foJkwnng iniervKW, 
Mvvis oHcrs her ihuughis on family 
millers. 

I*f0fcmi Heportt Why bat the facwltv 
ihortaitt become lueh a prtoeity iuue 
for the phvilcal therapy profeulon? 

Nlyen: Iti order i« have a phy*H:.iI 
ihcrapy educaiK\ program al all. you 
must have fatTifiy with ippnipriaie 
credentuls and enough faculn- lo (k- 
siel'ip lUKi niamtain a high-qualiiy pro- 
gram In addiiiuii, if prograim are yo- 
inK ii> he in college^ ind univerMttts. 
yocr latvlly muM It tapabk of hcirig 
promoted aod aducvrnt; tenuic 

Ihv d^Kturai degree has becnniL- 
one ;>l Ihc Jmsic credentials for fac 
uily lit higher education. Adtlilioiv 
ally, the faculty member must K- 
sible to design, conduct, and rcpurt 
research. 11)ey must »tud>, »ynllie- 
M/c. an<ily/e. and interpret the filer- 
aiure tJ> create new kfHnvledgc iii a 
scholarly fashion, hven the smaller 




Rom SgaritI Mycn 

< (Hir (acuity as a wholv. biil (he tre- 
mrndt>us inctease in the number of 
, physical therapy education programs, 
j Thai relates to supply and demand. 
Its pure and sunple. We've certainly 
increased the number of faculty sirKC 
1W4. which 1 UK as a ba&c year. Thai 
was the firsi year APIA'S Kaoilty 
1 Shonagc lank Horce men. The num- 
I ber o. |>ct)ple holding doctoral de- 
I pre-*, has inCTca.«d rather dramati- 
: cally as well. Wc just have nt»t been 
ahk to keep up with the demand. In 
I 1970. ihere were 4H institutwns with 
1 physicjl therapy educjtwn piograms. 
1 Today, there are 131 programMn 119 
I institutKins with 102 full-time faculty 
vai^'aiKies in accf edited programs, 
I llvre arc an addiiKinal 17 developing 
I physicjl theraptsl programs. (Sec 
I chart bekrw.) 
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liberal arts colleges are basing pro \ 
m«)tK)n ^Wii tenure on the rf^cattii 

productivity of (he faculsy. ' 

Physical tberapy has (alien shor( i 
in ihis area and this is why the fiv- 

iiliy shortage is ^uch an importani ' 

issue. Many physical therapy f aculiy ! 

duri'i have the appropriate crcdeii ! 

luls or "skills thai I jus( men(ir)ncJ. I 

Ihey haven't earned a dtKioral df- I 

yircc and Ihey havt rnx been pari of I 

Uie research communtiy. Ihal's not i 

a kniK.k on ihc profession v the ! 

I.'culiv UH>k a( ht»v^ sse iKgatj. j 
M.411V ol jiur programs were in h(»s 

piuls andor were certihiMtc Im-I . 

^>^ogranK. St> for a voung ptofcvsnMi. ' 
)i sutvlerstarHiablclhai we haven't had 
a liifthir-level research base 

Wh^i has called attcnlK»n tn ih? ; 
(acuity shi«iagt tii the lasi tew years 

.^ix »h, I-,.! Mf (-ffd'-nl.it^ Ml 
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Fmitrtu Hrparti H<m many fKulty 
nemben are neceisary to •de<|iutel> 
iUir a phyikfli tberapy educaiioa de> 
p«rtmettl'.' i 

Myers: In my opinion, you need nine ' 
fuil-ijnie t.tculty niembers. Ihis in- 
cludi's an academic administrator, 
an ava(}emic ciK)rdinaior of clinn.al 
education, and seven faculty mcni- 
beis Yi)U need a class M/e of 4<i 
students t4> suppuri n pri>gram Nim 
thai s my i.>pinion. I kititw thai some 
people will say ' Wtll. you can get by 
w'lih J number o( part-time clini- 
cians ' hul yoi' may burn oui vour 
full iimv taculls iMri time (icults 
conu III t«> (each a course and thiil's 
usuaMv i(. They are not ihere («' 
advise stutlrnts or to do the admii» 

Srv it\U*ryww Pd'J*' IP 
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i\ pj|lKip«tr on an KjJemic i urtK 
ulom iiMnmillce ui t )Hi<rr)(>l»i)n jnd 
tcniiie i i)*nniil(cc 

In a<l<]i!h>n. pvi um< facult> i>p 
K'jily .km I ihe acadoiitt err 
dealialx Un hifhet eOu iln.i 
lhal'\ y>t,y phvkicjl ihciip> J: 
i>jiimenii (1<in'l >t|\e a« muvh s't' 
\tff in Ihe irimei\iiic\ a\ ihe (iH'^s 
u-\ (Irpjrimcn! m Ihc inct'icat 
Kh.ixil Alu). i{ \<)',i hi.e oxef 
v^OikrJ lacutt), it's sery .1 (tKull 
(of thrni III t<e pjr< ul ll>; uriiv rr»t*s 
CommuniO aiitS in tMriinhuie 10 
Hhotari> lotatch 

lhaiA vkh> I bclx^e vou nrrJ 
%c\<n full |:0K («cull> nKirtKfs. 
jril ihji't nut hipf^nn:^ in inoO 
v.tKHil\ 1 hi* i» tt»t TO '*J> ihdi I t.ni 
iiar.i j\ p«ir iii't^ ^Kull) aifi)'! 
vjluahk I lion'l (hink vke ihouM 



: thiHilil'i'i h« re>Vin|i v>kl\ i)n ihcnt 
I to v«>N'e the f<K'ulty Uu>it(|tc 

fn^vi tUfOfi V\Ul kat AftA 
dtfftf 10 belp »o)«e llM fKalty itM>n> 
Mr*' 

Mvm: APFA* h*.ult> SSi*tJiK 
IaJi huir rTKt :n I<4i4 aiKl in^ii- 
• iriijflWKivtiliuO^ »!• ihf Ho*id nl l)i 
ievU>rs jnd lo (h« ptiysKil ihctjfA 
ulM.aUin ciwnniuniT) IW (ViaiO nt' 
I cDqxiraled rMnv <>( tht itwtmrttniii- 
1 rnws ini«>ihr hivt-YeW Plin Ji* h*t 
li«.x«ltureale hn(rv-)rv«l htkiL-aikNi 

' Ixuliv ik>vk)fiTKni. rrcTUiiTKni. ind 
tt\e rwnxi. 

The hi\r Yea: Pljn alio i jlU foi 

' l'< i>( nKmhcj'khrp due* lo Ik at><> 
'. iicd lot Irfciiliv d<velt)pmrnJ I hp 
liMtiie) to Ihe K)tJiutalM>n Uu 

l*hy«ical Th<r*j>v's tltxlof.ii riluij- 



p4ti nt ihr jJniir.ikUiliw kr lit in 
APIA %p«>i:.mieJ iiutifituc pn»- 
)iram til |to In lhi« fund ia^i veur, 
(he AsMK'Niiiin Lonl.-ihtilcd jhjut 
SMD.IU) IM ih« hmmJjtxMi (or diK 
iota) liaiitinji 

The (ioAtd alk«i lunJed t tetiedl ' 1. 
diiLti>rjl r.tucitKxi. whKh mci iii 
Sej'tcmhcr W> li »is ii>enS< I b> 
{kxiII> (lu'n phvikK'al ih<'iapv ^'lattii 
i[r pr(>fTains the |ioup mjil< icv 
i>mrtie:<il .tons to li.«r H4'>^(<l Ihr 
Ih'^ld I ten a]>p<)i:iicd a Intif 
ih."-. manv i l ihe rcci»mir<en.lj- 
Uitns an.! drv^rk«t*<d >i plan !■' 
«irenf|ihen IM dociirt pri>Kt:fn>t 10 
phvkK.il ir.erjpv anJ ii> in<.tea«r ilic 
number i>f >iad<nis enrolled Ihc 
plin vk«« appriiNoi in Niwenihii. 
;ir!d us tniin mcnl >\ lo revruil siit 
drnts imnj euirv Ifsc' anJ jioxi 
cnlr> U si I pn>ff4n.s *ho ~tc puten 
lial (acuity members 



I VjtMHis i|teru.-ick, (.ontci'^^v an«l 
I sUic kfiilMUH* aod \:isr ir^i'fkd in 
I »;ipf»'" ">( (acu'iy tfuieil i«u«*. In 
aik1il:(in. »(an hasc «s%iMed vi|il< Irg 
; t^UlMHi. stK-h I i"t Vli. vkh ch m- 
: eludes lunJ% (01 j.r nils drsrh>f< 
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ASSOCIATION OF AMERICAN MEDICAL COLLEGES 

The Association of Aincrican Medical Colleges (AAMC) appreciates the opportunity to 
submit out recommendations for the reauthorization of Title VII of the Public Health 
Service Act. The AAMC serves as the national voice for our nation's 126 medical 
schools^ 420 teaching hospitals, and 90 academic and professional societies whose 
members seek to promote public health by providing leadership on policies to educate 
60,000 medical students, train the 68,000 residents in graduate medical education 
programs, develop advances m medical knowledge and improve the delivery of health 
care. 

The AAMC strongly believes the programs under Title VII of the Public Health Service 
Act should receive full reauthorization. The AAMC shares the Subcommittee's concern 
about access to health care in this country and commends the current review of the 
expiring federal programs in Title VII that serve to expand the availability of primary 
care physicians and other health professionals. Since the enactment of the Health 
Professions Education Assistance Act in 1963, federal health manpower assistance policy 
has shifted its original emphasis of increasing, in the aggregate, the national supply of 
health manpower to improving the geographic and specialty distribution of health caif 
professionals. Overall supply considerations have now been replaced with a special focus 
on the absence of primary care physicians, particularly in many rural and inner-city areas 
and the underrepresenitation of minority students in the health professions. It is clear 
that an enhanced federal commitment to Title VII programs is crucial to support the 
goal of improving the nation's health. 

The Title VII programs of greatest concern to the member institutions of the AAMC are 
those programs concerned with student financial aid, minority and disadvantaged 
recruitment and retention, primary care residency training, and the programs that addrt^ss 
gjographic and specialty needs, such as Area Health Education Centers (AHHCs) and 
Geriatric Education Centers (GECs). 
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Student Fina ncial Assistan ce 

For medical schools and students, rising levels of educational indebtedness is a pressing 
problem. The AAMC is concerned about the effect high levels of debt may have on 
access to medical education, the extent of repayiiient burdens, and the frequency of loan 
defaults. Decreasing availability of grants and scholarships has exacerbated the medical 
student's debt burden, particularly for the most needy students. For the vast majority of 
students, loans are the primary source of financing medical education. Seventy-nine 
percent of 1990 medical school graduates borrowed to finance their education. This 
group of students would have found it very difficulty and in many cases impossible, to 
finance their education without the Health Education Assistance Loan (HEAL) and 
federal guaranteed student loans administered by the Department of Education. 

As borrowing has become the chief vehicle for financing medical education, the rectnt 
escalation in levels of educational debt has received greater attention. Indebtedness 
am mg graduates of medical school has increased almost 200 percent in the last decade. 
The average 1990 total debt (including medical and pre*medlcal loans) of medical school 
graduates who borrowed to finance their education was $46,224; over twelve percent of 
graduates had debt in excess of $75,000. Minority students acquired a higher average 
debt of $51,000; 21 percent graduated with debt in excess of $75,000. Medical educators 
and financial aid administrators are concerned that these dv bts are becoming 
unmanageable for many borrowers, particularly in the first few years of repayment when 
a significant number of physicians are in residency training programs. A medical school 
graduate must complete a residency training program, lasting between three to seven 
years to be eligible for board certification. During this period, medical residents earn 
annual stipends ranging from $25,000 to $35,000, depending on their residency year and 
region of the country. Cleariy, a recent medical school graduate's debt-to-income ratio 
makes loan repayment very difficult during their postgraduate training and early years of 
practice. 
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Data collected each year by the AAMC through its graduate questionnaire indicate that 
debt level is not a major factor in decisions about specialty choice. While AAMC data 
do not show a clear relationship between debt level and specialty choice, the medical 
education community is concerned that indebtedness may be affecting decisions about 
whether to pursue professional education and about uie impact high debt may have on 
loan defaults. Without Title VII student financial assistance programs, many 
disadvantaged, minority, and middle-income students would not be able to pursue the 
study of medicine. To uphold the goal of equal access and to ensure that every capable 
student, regardless of income, has an opportunity to attend medical school, the federal 
student financial aid programs must be. continued and expanded. 

The AAMC strongly recommends that the Exceptional Financial Need Scholarship 
program be authorized at levels high enough to provide grant assistance to help meet the 
financial needs of a greater number of minority and disadvantaged students. For FY 
1991, the program received $9.8 million. In tne 1989-90 academic year, medical students 
received $3 million in federal funds for EFK scholarships which provided assistance to 
only 532 students (fewer than one percent of all medical students), with an average 
award of $5,639. The AAMC recommends an authorization level for FYs 1992, 1993 and 
1994 of $12, $15, and $18 million to increas/^ the number of scholarship awards to assist 
the large number of needy students in all four years of medical school. 

Scholarship support provided through a set-aside from the Health Careers Oppo tunity 
Program (HCOP), the Financial AssisUnce to DisadvanUged Health Professions 
Students (FADHPS), is also a much^needed source of financial aid to minority students 
with documenfcu need. The FY 1991 appropriations for the HCOP program was $30 
million and of that, only $3.6 million assisted approximately 1500 medical students with 
average awards of $2,400 in 198^-90. 

These two modest scholarship programs provide valuable and critical support for the 
most needy students who incur large educational debt. If Congress eliminates the 
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FADHPS programs, minority health professions students will be at a serious loss for 
federal scholarship assistance which, in turn, will continue to exacerbate the problems of 
the representation of minority and disadvantaged students in the health professions. 

The Health Professions Student Loan (HPSL) is a campus-based revolving loan fund 
which provides students with low interest loans on the basis of need. In 1989-90, HPSL 
provided loans to 9,175 medical students. Although HPSL is designed to provide support 
for both educational expenses up to $2,500 plus the cost of tuition, in recent years loans 
have diminished to a point that the average loan now totals $3,502, while average tuition 
costs are approximately $12,500. The AAMC supports the Administration's proposed 
$15 million capital infusion to the HPSL program, and urges the Subcommittee to 
authorize "such sums as necessary" to promote continued growth in the program. 

The AAMC recommends lifting the "exceptional financial need" requirement under 
HPSL for medical students. This requirement docs not apply to any other health 
discipline. HPSL awards are mad on a per capita basis. Thus, medical schools would 
not necessarily receive a greater share of HPSL allocations if the exceptional need 
requirement were lifted, but financial aid officers could otfer relatively low-cost HPSL 
funds to a greater number of eligible medical students. 

The Health EJucation Assistance Loan (HEAL) program provides a vital source of 
funding for medical students. Although it is sometimes referred to as the "loan of last 
resort," the availability of HEAL enables thousands of students to meet the costs of 
medical education, and thus, begin a career in medicine. In the 19C9-90 academic year 
alone, approximately one-fifth of all medical students, a total of over 12,000 individu . Is, 
bor'':)wed in excess of $100 million from the HEAL program. In this regard, the 
availability of HEAL plays an important role in assuring that the nation has an adequate 
supply of physicians. The AAMC urges Congress to reject the Administration s proposal 
to phase-out the HEAL program. The AAMC is aware of the need to minimize the 
number of claims and, thus, maintain the financial integri^ of the Student Loan 
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Insurance Fund (SLIP). However, the Association docs not support the Adniiiiislralion's 
proposal to replace the HEAL program with the HPSL program, The HPSL program 
supports loans to a limited number of all financially needy medical students, not to the 
broad cohort of students who borrow from HEAL Eligibility for and resources available 
from HPSL would have to increase dramatically to support the needs of HEAL 
borrowers. Such action would jeopardize the success and continued integrity of the 
HFSL program. The AAMC believes the HPSL program should remai- a program to 
provide subsidized, low-interest loans to very needy health professions students and that 
HEAL, must be retained, with appropriate programmatic reforms, to ensure that all 
students can borrow the funds necessary to attend a health professions school. 

The AAMC supports the concept of asking institutions, lenders, and secondary markets 
to meet certain standards for the purpose of alleviating the problems and expense 
associated with HEAL defaults. However, such accountability must be commensurate 
with each participant's role in the HEAL program. The responsibilities and initiatives 
necessary for an institution, lender, or secondary market to achieve compliance with an 
accountability standard must involve factors w:thin the participant's sphere of influence 
and control and also in the context of the program's stated objectives. Therefore, in 
'.aking steps to correct the default problems in the HEAL program, the AAMC supports 
implementing a reasonable performance standard on medical schools participating in the 
HEAL program. 

Moreover, the AAMC supports establishing a 12 percent cap on the HEAL interest rate 
to help curb the large expense students face with the HEAL loan. The interest r«»te is 
determined by adding three percent to the average bond equivalent rate of the 91-day 
Treasury Bill. In periods when the calculation exceeds an interest rate of 12 percent, 
the government would be lesponsible for providing the necessary subsidy to a lender so 
that the borrower would not be charged over the legal interest rate cap. Currently, the 
interest rate is 11 percent and the HEAL program has no legal cap on the interest rate, 
it is important to note that an established 12 percent interest rate will eliminate the 
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poicniia! for the rate to rise as high as 19 1/2 percent, as it did in the early 1980*s. A 
hmit on the HEAL interest rate will ease repayment and is likely to help reduce the 
number and cost of defaults. 

Finally, the AA^^C recommends repealing Section 729 (a) (2), which prohibits including 
HEAL in loan consolidation programs. Currently under the loan consolidation program, 
borrowers with a minimum of $5000 in student loan debt can refinance loans received 
from a variety of lenders participating in Stafford, SLS, Perkins, and HPSL student loan 
programs. Typically, the monthly payments are lower after consolidation than they would 
be in aggregate for borrowers with multiple loans, and, consequently, consolidation has 
the effect of reducing borrower defaults. The inclusion of HEAL in loans eligible for 
consolidation would greatly ease the payment burden for health professions borrowers 
with heavy student loan debt, and, thereby decrease federal loan default costs. 

Minority Recruitmen t and Retention 

Tiilf; Vn plays an important role in the effort to increase the number of minority and 
disadvantaged students in medicine. The Disadvantaged Assistance program is the 
primary source of funding to assist in the recruitment and retention of minority students. 
The program, known as the Health Careers Opportunity Program (HCOP), provides 
grants to schools and other non-profit institutions to support the identification, 
recruitment, admission, retention, and placement of minority and disadvantaged students 
In the health professions, lliis support has helped participating medical schools 
establish and maintain a number of effective and creative recruitment and retention 
programs, including pre-matricutation courses, basic science enrichment courses, medical 
academic advancement programs, health careers information workshops, and academic 
assistance and tutorial programs. Together these initiatives have helped increase the 
applicant pool and reduce the attrition rate of minorities in medical school. 

I'he Disadvantaged Assistance program is an essential component in national efforts to 
achieve a laudable and necessary goal, a goal to which the nation*s medical schools and 
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the federal government have been long and deeply committed. The AAMC recommends 
that the Disadvantaged Assistance prograrr. be extended and authorized for FY's 1992 
through 1994. at levels of $35, $37, and $39 million. 

The AAMC supports the Excellence in Minority Health Centers program which provides 
critical support to medical schools in their effort to increase minority representation in 
medicine, Tlie percentage of Black, Hispanic, and Native American health professionals 
is still far below parity with their numbers in the general population. Federal efforts are 
necessary to help schools strengthen programs to enhance the academic performance of 
minority students attending school. These programs are used to train, recruit, and retain 
minority students and faculty, and contribute to improving activities in information 
resources and curricula development with respect to minority health issues. 

The AAMC is committed to increasing minority representation in medical schools. In 
July, 1990, the Association initiated "Project 3,000 by 2,000" to achieve the longstanding 
goal of proportional representation in medical schools for stu 'nts from 
underreprcsented ethnic groups. The project goal is to increase the number of new first 
year minority student? to 3,000 by the year 2,000, an increase of over 100 percent. The 
ibcus of AAMC efforts will be on early intervention in the education process, Specific 
projcL-ts will concentrate on expanded career options, educational enrichment, mentoring, 
and financial assistance. The AAMC will encourage academic medical centers to take 
the lead in organizing these efforts and work with others to promote minority youth 
success. Federal funding will be critical in enabling individual institutions to implement 
programs designed to achieve the AAMC's national goal, 

l^ri maiy Care Training 

Over the past five years, the number of graduates planning to be certified in primary 
care specialties has decreased from 30 to 23 percent. Approximately 2,000 communities 
in this country are still designated as Health Professions Shortage Areas (HPSAs) and 
4,300 physicians are needed to provide primary care semccs in them. Moreover, 1990 
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National Resident Matching Program data indicates that only 56.7 percent of the 
available family practice residency positions were filled by graduates of U.S. medical 
schools. In general pediatrics, 35*6 percent of the available positions were filled by 
graduates from U.S. medical schools, and for general internal medicine the rate was 61.5 
percent* Approximately 300 each of general internist and general pediatricians graduate 
annually from primary care frack residency training programs. As more medical schools 
and teaching hospitals seek to increase their comn\itnient to primary care education, 
model programs, as supported by Title VII grants, will be looked to for guidance in 
planning new ciducaiional approaches nationwide. The Title VII primary care grant 
programs are a valuable and necessary source of funding for the development and 
continued existence of primary care educational programs for many medical schools and 
teaching hospitals. 

Federal funds have been crucial in the development of many Family Medicine 
Departments and Family Medicine Residency and Trainius programs. In the 1980*s, 
federal funding partially supported about 40 percent of the family practice programs 
which train about 50 percent of the graduates. Currently there are 100 medical school 
departments of family medicine providing ambulatory based training to prepare residents 
and medical students for ambulatory based practice to encourage graduates lo practice in 
rural and other underserved areas. The family medicine depart ..r.nts, as a result of the 
nature of their training facilities, are often faced with difficult ^nancial constraints. Over 
two-thirds of the residency programs are located in community hospitals, rather than 
traditional tertiary medical centers. In addition to the community hospitals, family 
practice residency programs are affiliated with community heahh centers, migrant health 
centers and free clinics. LxKation in non-traditional training sites, coupled with an 
ambulatory based training model, preser>ts the residency programs and departments with 
serious tiiu ncial challenges. Patient revenues have not been able to provide support for 
major family medicine programs. Furthermore, the presence of an education mission in 
family medicine clinics decreases the productivity of such clinics. As a consequence, 
primary care residency programs depend heavily on federal support. Enhanced targeted 
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federal support is essential for these programs to support the goal of increasing the 
number of primary care physicians. The AAMC recommends "such sums as necessary" 
for these programs to encourage continued growth. 

The General IntcruaC Medicine and General Pediatrics Residency programs have been 
very effective in increasing the nun»bcr of general internists and general pediatricians. 
These residency progrt^tns have been heavily involved in the process of primary care 
education because of the programs well-defined, closely monitored, continually evaluated 
curricula and a strong administrative structure. These federally-funded primary care 
training programs provide physicians greater exposure to continuity of care settings, more 
comprehensiveness in clinical rotations, greater diversity in community-based training 
sites, and training in geriatrics education. It is these characteristics that enhance the 
quality of training in primary care and increase the number of physicians entering the 
field because the of the documented positive educational and professional experience. 
The AAMC recommends that the Title VII reauthorization legislation include language 
establishing pre-doctoral clerlcships for general internal medicine ai;d pediatric programs. 
Such predoctoral programs are already authorized for family practice under the current 
legislation and have proven quite successful. The AAMC recommends for FY's 1992 
through 1994» total authorization levels of $27, $31 and $36 million for the existing 
programs, assuming in successive years the proposed $2, $3, and $4 million will be 
allocated to p^e-doctoral clerkships. 



Geographic Maldistribution 
The Area Health Educatinn Centers (AHECs) program supports the dispersion of 
primary car . physicians and other health care professionals into medically designated 
shortage areas by providing incentives for students through training opportunities and 
practical ex^>crience in geographically remote areas away from the main campus. 
Currently 38 AHEC programs exist nationwide, constituting a national rcsourc :or 
dissemination of federal priorities and new technologies to health professionals in clinical 
settings. The AIIEC program has been successful in linicing the resource^i of university 
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health science centers with the health care and educational needs of communities. The 
AHEC program was established as one of three parts of a vital triad created to help 
solve the nation's health care delivery crisis. The Community and Migrant Health 
Centers assured the delivery of health services to medically underserved areas, the 
National Health Service Corps assured a supply of health profcssicnals to staff those 
centers, and the AHEC program assured the support of the health professional schools 
in the recruitment and retention of providers who would work in medically underserved 
areas. Tne same health care issues that plagued the nation in the 1970*s are as 
important today. The AHEC program is a crucial component of health care delivery in 
our country. The AAMC recommends reauthorization for FY's 1992 through 1994 of 
$23, $25 and $27 million. 

Health Education Training Centers (UETCs) improve the supply, distribution, and 
quality of health care sen^ices along the border of Mexico and the United States, and in 
other severely medically underserved areas. Emphasis on health promotion and disease 
prevention through public education should continue to be emphasized througl the 
HETC program. For FYs 1992 through 1994, the AAMC recommends reauthorization 
levels of $8, $12 and $16 million. 

Geriatric Trainiuf, and Faculty Development enables physicians to be trained in geriatric 
medicine. The grants support medical schools, teaching hospitals, and graduate medical 
education programs for academicians and researchers. Funding provided for curricula 
development and patient care delivery systems are essential to accommodate the 
increasing health care needs of America's aging population. The ,\AMC supports 
geriatric training and faculty development and the appropriate role they play in 
encouraging the focus of medical educators in gerontology and geriatric medicine. To 
support ihese goals, the AAMC recommends reauthorization levels of $5, $5.5, and $6 
million, for FYs 1992 through 1994. 
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Geriatric Education Centers (GECs) provide short term faculty training, cuniculum and 
other educational resource developmenti technical assistance, and outreach. The 
program*^ continue to emphasize multidisciplinary education and are affiliated with uther 
educational institutions, chronic » nd acute care hospitals, community-based centers for 
the elderly ambulatory care centers, nursing homes and VA hospitals. Many centers 
include geriatiic evaluation units that function as centers for clinical training. These also 
serve both continuing education and clinical rotation functions for training health 
professions students. The AAMC recommends reauthorization levels of $16, $19, and 
$22 million for FYs 1992 through 1994. 

Special Projects 

Preventive Medicine Residency programs provide funding for the development of new 
residency training programs and assist residents in preventive medicine training programs 
through financial aid awards. In addition, the Special Projects Section 788 provides 
funding for a number of important model education projects for health professions 
training in this field of growing concern. For FYs 1992 through 1994, »he A.\MC 
recommends reauthorization levels of $5, $5.5, and $6 million for these programs. 

Rural Health 

Grants under section 799A provide interdisciplinary training for health professionals to 
provide services in riiial areas. These rural health initiatives help promote and 
encourage medical students to elect the critical career choice of practicing in 
underserved, rural areas. The AAMC recommends reauthorization levels of $5, $5.5, and 
$6 million for FYs 1992 through 1994. 

S umma ry 

Titl; Vn represents a successful partnership between the federal government and the 
nation's medical schools and teaching hospitals which continues to have beneficial results 
for the health of the Amencan people. It is clear that federal support should continue to 
be targeted to student assistance, minority recruitment, and expanded primary care 
traming opportunities in conjunction with other programs designed to help solve our 
nation's geographic and specialty maldistribution problems. Title VII is a relatively small 
set of programs, but its influence on access to high quality education has been crucial to 
the continuing excellence of the U.S. health care delivery system. The AAMC supports 
reauthorization of the key programs mentioned above and appreciates the opportunity to 
participate in the debate of developing effective policies to ensure the availability of well 
trained physicians and appropriate modalities of ne'ilth care in our nation. 
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Testimony of 



David Satcher, M.D», Ph.n. 
President 

THE ASSOCIATION OF MINORITY HEALTH PROFESSIONS 
SCHOOLS 



Mr. Chairman and members of the Subcommittee, thank you for 
the opportunity to present the views of the Association of Minority 
Health Professions Schools regarding the reauthorization of the 
Health Professions Training Assistance Act. 

Our Association is comprised of 8 historically black health 
professions schools; the Meharry Medical and Dental Colleges, in 
Nashville, TN; the Charles R. Drew University of Medicine and 
Science in Los Angeles, CA; the Morehouse School of Medicine in 
Atlanta, GA; the Florida A&M University College of Pharmacy in 
Tallahassee, FL; the Texas Southern University College of Pharmacy 
and Health Sciences in Houston, TX; the Xavier University of 
Louisiana College of Pharmacy in New Orleans, LA; and the Tuskegee 
University School of Veterinary Medicine in Tuskegee, AL. These 
institutions have trained 40% of the nation's Black physicians, 40% 
of the nation's Black dentists, 50% of the nation's Black 
pharmacists, and 75% of the nation's Black veterinarians. Most of 
these graduates are working in the nation's underserved rural and 
inner city communities. 

Mr. Chairman, we are very proud of the accomplishments of our 
institutions, especially given the significant challenges that we 
have overcome throughout our existence. Our schools are considered 
by many to be a national resources. Only recently has the federal 
commitiiient to supporting these institutions and the students who 
attend our schools become a significant issue. 
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S hortages of Minorities in the Health Professions; 

The gains made In black enrollment and graduates in health 
professions education programs peaked in the mid-seventies. The 
deteriorating pool of minority applicants to medical schools, the 
growing debt burden of minority students pursuing health careers 
and the persistent shortage of minority faculty in medical schools 
were ill cited by the Council on Graduate Medical Education as 
major factors contributing to the deteriorating state of minority 
representation in medicine. 

According to the COGME report the problem of recruiting 
minority students to medical school is directly linked to poor 
early academic preparation and insufficient encouragement. There 
is a high dropout rate among minority students and evidence that 
those who remain in the educational pipeline are often inadequately 
prepared for study in the health sciences. 

The report also noted that minority students incur higher debt 
levels then majority students, and are being more severely impacted 
by rising tuition costs and 'he decreasing availability of 
scholarships and other desirable forms of financial aid. If this 
situation continues it will exacerbate the decline in minority 
applicants to medical school and will further discourage minority 
students from choosing to practice in primary care specialties and 
in underserved areas. 

2 
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Finally, the report noted that minorities are severely 
underrepresented on the faculties of U.S. medical schools and the 
this underrepresentation has a negative effect on both the 
recruitment, enrollment, and graduation of minority students and 
the pirofessional development of all medical students* 

The attrition rate of minorities in health professions schools 
has also been identified as a major problem. Comparatively, the 
retention rate of minorities is much lower than that of non- 
minorities. It is clear that it is very important to keep these 
students enrolled once they are in school, given the already 
significant investment made in nurturing these students. 

For a long time our schools have struggled against terrific 
odds to survive. The support of your subcommittee in terms of 
federal resources for programs impacting our students and our 
institutions has had and will continue to have a significant impact 
in enabling us to achieve our ir-ssion - to improve the poor health 
status of Blacks and other minorities and to address the 
underrepresentation of blacks and other minorities in the health 
professions* 

Mr. Chairman, aespite the recent federal support that has been 
provided to our institutions, there is a historic shortage of 
minorities in the health professions While Blacks represent 
approximately 12% of the U.S. population, only 2-3% of the nation *s 
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Physicians, dentists, pharmacists, and veterinarians are Black. 
Studies have demonstrated that when blacks are crained in the 
health professions, they are much more likely to serve in medically 
underserved areas, more likely to take care of other minorities and 
more likely to accept patients who are Medicaid recipients or 
otherwise poor. For this reason, it is imperative that the federal 
commitment to training blacks in the health professions be strong. 
It is also important to note that our institutions endure a 
financial struggle which is inherent in our mission to train 
disadvantaged individuals to serve in underserved areas. Because 
of the financial plight of our students, our institutions are not 
able to use tuition to respond to the discontinuation of capitation 
or other forms of federal support for health professional 
education. In addition, because the patient populations served by 
these institutions have been historically poor, they have not 
earned money from the process of patient care at a time when the 
average medical school gets 40 to 50% of its revenue from patient 
care. 



Poor Health Status of Blacks 

There is a direct correlation between the underrepresentation 
of minorities in the health professions and the health status 
disparity among Blacks and Whites. The 1905 HHS Secretary's Task 

4 
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Force Efifisyct fin filflCK Md Minerii^ Health documented that the 
infant mortality rate for Blacks is almost double that of Whites, 
and that life expectancy tor Blacks is significantly shorter than 
thi.t for whites. Blacks suffer disproportionately high rates of 
cancer, diabetes, pulmonary complications, and other disorders that 
contribute to 60,000 annual excess deaths per year among blacks 
when compared to whites. If not for the efforts of historically 
black health professions schools, the health status disparity 
between minorities and the general population would be even 
greater. 

Unfortunately since this historic report the health status 
dispt^rity between the two groups has actually worsened. Black life 
expectancy has decreased and AIDS, which was not even mentioned in 
the 1985 report is now a leading cause of death and 
disproportionately affects blacks and other minorities - minorities 
who constitute 24% of the population but 45% of the AIDS victims. 

Reauthorization of Health Professions Initiatives 

ANHPS is very supportive of the continued existence of the 
various programs in the Health Professions Training Assistance Act. 
Please allow me, Mr. chairman, to express the appreciation of our 
Association for the action your subcommittee took last year to 
approve tl>e Disadvantaged Minority Health Improvement Act. That 
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initiative included many progrims to aid minority health - 
including an expansion of the Centers for Excellence 
program and new authority for Health Professions Loans, a 
Disadvantaged Minority Scholarship program, Health Services for 
residents of public housing, and statutory establishment of the 
Office of Minority Health. 

We are concerned that there may be a growing sentiment to 
trade the support for current health professions programs for the 
minority health initiatives. This would be inappropriate. The 
minority health initiative is a distinct and critical thrust which 
is not intended to replace support for traditional health 
professions training programs. 

Exceptional Financial Need 

EFN resources are among the most critical in our inst itut ions » 
ability to offer a bright student a promising educational 
opportunity. Although Congress has allowed for greater flexibility 
in the distribution of funds so that EFN funds are eligible for 
more students, the authorization levels have not been increased 
accordingly. We believe that the authorization level must be 
increased to allow for continued support to the increased number of 
students eligible for these scholarships. 

6 



ERIC 



303 



Disadva it aaed Assistance fH-CQP) 

The Health Careers Opportunity Program (H-COP) is a valuable 
resource in our ability to identify, recruit, retain and train 
minority health professionals. It is the primary health 
preparation program for underrepresented minorities entering the 
health professions. These programs have gone a long way toward 
maintaining or increasing minority enrollment in many health 
professions schools. These contracts and grants are very important 
to our school's ability to attract disadvantaged students into the 
health professions. we firmly believe that the committee should 
carefully look at the original intent of the legislation to support 
select programs that contribute significantly to training 
disadvantaged minority individuals. Currently we believe the 
program funding is spread too thinly among too many institutions to 
have the type of impact that was anticipated. 



Health Professions Student Loans & Health Education Assiscance 
Loans 

We are concerned that HPSL loans will be viewed primarily as 
a replacement and not as supplement to HEAL loans. HPSL funds will 
be used to assist minority institutions develop and maintain a 
sufficient revolving fund as many minority institutions have not 
had sufficient time or resources to develop revolving funds. 
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The HPSL program is insufficient to replace the intended 
function of HEAL loans, HEAL loans are an important component of 
the overall health professions authority, yet they often carry a 
prohibitive interest rate that discourages an individual, 
especially a poor minority, from seeking a health professions 
career. AMHPS recommends that there be no limit placed on these 
loans and that compounding of interest is reduced in order to lower 
repayment amounts. Minority students incur a higher debt than 
majority students and consequently would be disproportionately 
affected by a phaseout of this program. 

Area Health Education Cent ers Program 

The AHEC program is designed to increase the number of health 
practitioners in shortage areas by awarding funds to ir-idical 
schools that provide training at remote sites that are designated 
health manpower shortage areas* Our Association adamantly opposes 
the elimination of this important program and in fact supports an 
expansion of this important initiative. 

Special Education Initiatives 

We believe that the Health Professions Special Education 
Initiative, which supportw two year medical schools, such as the 
Charles R. Drew University of Medicine and Science, is an extremely 
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important priority. The support for the development and 
enhancement of basic science or cJlinical medical educational 
efforts aids two year schools which are improving their medical 
curriculum and making preparations to become 4 year schools. 



Mr. Chairman, thank you for the opportunity to appear before 
your committee. We deeply appreciate the support you have 
demonstrated in the past for training minorities in the health 
professions, and pledge our support for the reauthorization bill. 
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ASSOCIATION OF PROFESSORS OF MEDICINE 
and the 

ASSOCIATION OF PROGPj^M DIRECTORS IN INTERNAL MEDICINE 

Mr. Chairman and Members of the Subcommittee: 

Vr\e Association of Professors of Medicine (APM) and the Association of Program 
Directors in internal Medicine (APDIM) are pleased to have the opportunity to submit 
testimony on the health professions training programs of funded under Title VII of the 
Public Health Sen^ice Act. 

The APM represents the chairs of departments of medicine at the 126 American 
medical schools. One of the capacities in which APM members serye is as directors and 
jverall supen/isors of the Internal medicine residency training programs in academic 
medical center and major university teaching hospitals. In this role as teachers to your>g 
physicians. APM members and their faculty provide training during the standard three 
years of the residency program in general internal medici ne. That Is, residents are given 
a broad exposure to a variety of system-related conditions, both on the ambulatory and 
in-patient basis, the care of intensively ill patients, instruction in numerous procedures 
used in practice, the management of patients on an continuity basis, and other cognitive 
and procedural skills necessary for the practice of internal medicine. 

The APDIM is a national service org?.nization representing over 1000 individuals 
responsible for the training and education of all internal medicine residents at accredited 
residency programs, including university, community, municipal, and VA medical center 
hospitals throughout the United States and Puerto Rico. Program directors and their staff 
interact with over 19,000 internal medicine residents on daily basis and facilitate meeting 
the primary health care needs at both urban and rural sites throughctit the United States. 

Data clearly indicate the societal need for more general internists. At the same 
time, however, there has been a decline in interest in internal medicine and other primary 
care careers among graduating students. The reasons behind this decline are varied, but 
two appear to play a large role in the eyes of the APM and APDIM: First, the generally 
high levels of debt incurred by medical students and the relati\ 3ly low (compared to other 
specialties) compensation received by general internists early in their careers. While there 
is no hard evidence to support this belief, a targe body of anecdotal evidence points to 
it having a large impact on the career decisions of young physicians. [The APM plans 
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to explore possibility of an In-depth study of the impact of medical student debt on the 
choice of internal medicine as a career.] Second, high demands to provide patient care 
services are placed upon residents in most major teaching hospitals, in large part due 
to the high acuity of illness of the patients admitted to these hospitals. This situation 
makes the residency itself a demanding undertaking, compared to other fields. As 
student's concerns over lifestyle" during residency apparently Increase, this situation 
becomes more of a factor. In addi'iion, the need for all physician services, both resident 
and faculty, to cover the in-patient population, makes development of a generalist 
curriculum more difficult. 

A fairly large number of internal medicine residency training programs use the so- 
called "tracking" model for their training programs, where early on in their residency 
trainees choose a curriculum that will orient them towards training either in primary care 
general internal medicine or towards one of the medical subspecialties (nephrology, 
cardiology, gastroenterology, infectious diseases, etc.). The aim of the primary care 
tracks is to design teaching modalities and sites where training can flourish that will 
prepare these physicians to care for a wide variety of patients on a continuous basis. 

Since their inception in the 1970s, many medical school departments of medicine 
have received a grant under section 784 of Title Vll. Of the 55 grants currently being 
funded under the combined general internal medicine/pediatrics program, 29 have been 
awarded to departments of medicine. These funds are invaluable to the operations of 
general internal medicine programs, because, one they place training funds directly into 
the hands of the chairmen or program directors, unlike different sources of graduate 
medical education support that are filtered through oiher parts of the academic medical 
enterprise. 

In addition, these grants are also useful because of their dual purpose; funds 
awarded under Section 764 can be used for both residency training as well as faculty 
development. This is particularly important because the development of faculty dedicated 
to teaching general internal medicine is one of the keys to increasing the numbers of 
students entering general internal medicine, because of the proven influence of positive 
faculty role models. Clinical skills are valued very highly for instructors of this type, and 
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they must necessarily be nurtured along a different path thai more traditional, sub- 
specialty based faculty. Titio VII funds help compensate departments for lower anfKxjnt 
of patient care revenues produced by generalist faculty, as well as the additional dollars 
lost due to time spent teaching. It would be difficult In many cases for departments of 
medicine to support the same number of primary care faculty in the absence of the TItie 
VII funds. 

It should also be noted that general internists and other primary care physicians 
provide the majority of the medical care services to undeserved populatiorw, both In the 
inner-cities and in rural America. Still, there are not enough of these types of physicians 
to care for the undeserved as well as provide for the needs of the general population. 
As ti)B APM and APDIM have submitted that Title VII funds aid in the training of inaeased 
numbers of general internists, the need for these physicians by the least fortunate in our 
society is reason enough for their continuance. 

The APM, APDIM and the other major primary care organizations, supported 
testimony recently presented before the subcommittee by Robert Graham, M.D. of the 
American Academy of Family Physicians. The testimony draws attention to the Bush 
Administration's proposed elimination of funding for the general internal 
medicine/pediatrics and other health professions training programs funded by Title VII. 
We strongly opposes this discontinuance; we believe that this could lead to the dosure 
of a number of primary care residencies or, at the very least, a reduction in the number 
of primary residency pos>iions. 

Overall, the APM and APDIM recommend the following levels be authorized in the 
Subcommittee's bill for section 7b4 of Trtle VII: $27 million In FY 1992. $31 million in FY 
1993. and $36 million in FY 1994, Both Associations believe that this increase is justified 
by the identified need for increased numbers of primary care physicians. 

The joint testimony also urges that funds authorized under Section 704 be made 
available for pre-doctoral training in general internal medicine end pediatrics. Interviews 
with medical residents and students and other data sources show a dear connection 
between exposure to primary care at an early k* /el and career choice. In fact, studies 
have consistently shown that positive experience during the dinical derkshlps - the 
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period, usually during a medical student's third year, when they spend a specified period 
of time working In clinical medical specialties, such as Internal aiedidne, surgery, 
psychiatry, pediatrics, etc - plays a great role In their selection of a residency. Therefore, 
the we support the addition of $2 million in FY 1992, $3 million in FY 1993, and $4 million 
in FY 1994 for pre-doctoral training under section 784. 

The APM and APDIM would also like to express their strong opposltton to 
legislation, H.R. 2231 The Primary Care Training Amendments of 199r, introduced 
recently by Rep. Jim Cooper. This legislation would mandate that in order to be eligible 
to receive a Title VII grant, a medical or osteopathic school must have both a department 
of family medicine, as well as required clerkship in family medicine during the students' 
third year. Our reasons for opposition are two-fold: First, It is highly Inappropriate, and 
without precedent, for the federal government to micromanage medical school curriculum 
in this typo of manner. The mission of each of the 1 26 medical schools, while having the 
common purpose of training high quality physicians, is in someway difierent especially 
among those with a strong commitment to, and investment in, biomedical research; It 
would be a mistake and bad public policy to mandate that these institutions develop 
family medicine departments from saatch. 

Second, should institutions be forced to develop departments and clerkships in 
family medicine, the funds used to establish these units would be taken from the very 
training programs Title VII funds now help support and the trainees to which they are 
dedicated. The overall financial situation In academic medicine is not particularly good: 
funds would have to be taken from existing programs - such as internal medicine and 
pediatrics - In order to establish the new family medicine training efforts. The end result 
w ould most likely be that fewer overall primarv care physicians wouic strained through 
compliance with this federal prescription, 

Rep. Cooper's legislation is also flawed In that it equates only family medicine with 
primary care; In fact, general Internists care for more patients In all Illness and 
Income categories than do their family medicine colleagues. The APM and APDIM 
believe that the general internist is also trained in a manner that provides him the t^est 
training and clinical skills necessary to care for the majority of patients needing medical 
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care. 

The APM und APDIM also wants to mention the Administration's proposed 
elimination of the Health Education Assistance Loan (HEAL) program. There are serious, 
and legKlmatet concerns raised about the level of debt that a medical student can ir>cur 
under loans froin this program. As mentioned earlier, the APM t)elioves that 
indebtedness has a major impact on why fewer students are choosing careers in internal 
medicine and other primary care careers. We support measures aimed at loan 
forgiveness as an incentive to enter primary care fields, such as the National Health 
Service Corps. Nevertheless, we oppose the elimination of the HEAL program in the 
absence of another federallv-Quaranteed program for general financing medical student 
education. 

In conclusion, the we urge the subcommittee to rejoct the Administration's planned 
cut-off of funding for section 784 and other training programs funded by Title VII. These 
funds are very important to efforts at training more primary care physicians needed by 
millions of Americans. We would be happy to provide the Subcommittee with any 
additional information it wishes. 
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Statement of the 



Association of Schools and Colleges of Optometry 

OPTOMETRIC EDUCATION: VISION FOR THE FUTURE 
THE CHANGING HOBLD 

Vision is our most precious sense. It Is the primary means by which we 
acquire knowledge and perceive the world. Most citizens of the United States 
who seek to protect, preserve, and enhance their vision do so through the 
services of optometrists. Optometrists also serve as a primary entry point 
Into the health care system through the diagnosis of ocular conditions which 
Indicate such diseases as diabetes, hypertension, and other systemic 
abnormalities which are often first revealed by ocular symptoms. 

The "graying of America" has substantially increased the demand for vision 
care and rehabilitation. At the same time, there is an Increasing need to 
Improve the learning skills and educational capabilities of our children to be 
compeMtive In a technological world. Both gerl?" 'c and pediatric vision 
care have always been important traditional aspects of optometric service. 

Of striking consequence is the change In the scope of optometry during recent 
years, from a profession initially accountable for facility of visual function 
- such as Improving visual acuity, and providing coordinated, clear vision - 
to additional responsibility for the Integrity of the ocular structures such 
as dealing with pathological conditions of, and injuries to, the eye. The 
need to enhance and develop existing and new curricdla as well as applicable 
clinical and residency exposures for Increased training has placed an extended 
burden upon optcffletric education. 
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Computerization and related electronic innovation have markedly altered the 
technology and instrumentation for examination of the eye and diagnosis of 
ocular diseases. These developments have not only improved reliability but 
also expedited examination procedures. The acquisition and integration of 
this expensive equipment into the didactic and clinical phases of optometric 
education has presented a major challenge. 

A number of hivihly original research techniques are in process which have 
tremendous diagnostic and prognostic importance. These techniques have the 
potential for indicating abnormal conditions far in advance of present day 
procedures. There is a critical need to integrate these procedures, and 
accompanying critical instrumentation, into the customary routine of vision 
care. 

THEN AND NOH 

In the 1960s, the Health Professions Educal nal Assistance Act (HPEAA) 
provided construction funds to the existing schools and colleges 
optometry. In 1964, optometry students became eligible for scholarships and 
loans under this Act. In 1971 the Comprehensive Health Manpower Act, which 
replaced the HPEAA, included capitation qrani:s. basic improvement grants, (a 
continuation of provisions of the HPEAA) ahd special project grants. 
However, institutions established since 1971 have received only minimal 
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support from this and succeeding legislation. Since 1979, federal assistance 
to optometric education Institutions has been limited to student loans and 
scholarships. During this ^Ime, no support has been received through 
capitation grant., basic Improvement grants, or special project grants. 

Congress Is to be commended for Its recognition of the promise of optometric 
education and service and for Its past support. However, the Comprehensive 
Health Manpower Act of 1971. and succeeding legislation, have not met the 
urgent needs of the present. Reaffirmation of federal support Is needed to 
continue the positive effect of the achievements In optometry. These 
achievements apply significantly to: 

• early recognition of major systemic disorders through ocular symptoms 

• devices to Improve low vision resulting from the debility of aging 

• rehabilitation of visually handicapped children 

' Improvement of learning skills and anticipated Improvement of the 
United States' competitive edge In a world of Increasing technology 

" Improvement In Industrial production resulting from sharper vision, 
and a visually enhanced environment 

" general enrichment of the quality of life 

Funding limitations may not only Inhibit the jp^llzatlon of these 
achievements, but also restrict future research and development. Another 
result could be to discourage the entry of promising young people Into the 
field of optometry. 
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These issues are national in scope. Visual and ocular anomalies affect most 
of our population and include members of our families, our friends, and our 
neighbors. Among our most significant losses are those who are unable to 
realize their innate potentials because visual impairments limit their powers 
and their consequent contributions to society. 



OPTOMETRIC AND DENTAL EDUCATION: SIMIURITIES 

In order to pro«*.de a basis for comparison, it should be pointed out that the 
funding needs of optometry schools are essentially the same as those of dental 
schools. This conclusion is based on the following similarities: 

• Both involve four academic years plus clerkships, internships or 
externshlps . 

• Both require the same period of undergraduate collegiate education. 

• Both devote approximately half of the curriculum to basic and clinical 
sciences and half to clinical training as well as some didactic courses 
Involving professioinal practice. 

• Both are expected to be productive in basic and clinical research. 

• Both produce independent pracH tionprn who are primary health care 
providers . 

" Both provide unique ser vice'-, in d •jppr; i^i 1 i eed area, but one in which a 
majority of the population require care. 
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RESTORING THE COMMITMENT 

This statement has been prepared by the Association of Schools and Colleges of 
Optometry which represents the seventeen schools and colleges of optometry in 
the United States. Its purpose Is to describe to Congress the needs of 
optometric education. On behalf of the millions of Americans who depend upon 
the optometric profession for the attainment and preservation of clear, 
comfortable vision and eye health, Congress Is asked to consider the 
recommendations in this document as a first step towards renewing its 
commitment to the promise of enhanced eye care. 

Optometric education in the United States Is, without question, the best In 
the world. A considerable reinvestment in the infrastructure of optometric 
education by the federal government will preserve and expand this status. 
Congress must renew its investment In the critically required facilities, 
services, personnel, and research support. A survey of all seventeen U.S. 
optometry schools, conducted in May of 1990, indicates that the following 
areas demand imn^ediate attention: 

I. CONSTRUCTION AND RENOVATION OF PHYSICAL FACILITIES 

Those Insti tuMons which dei tved funds foi constuction In the years 1960 - 
1970 now fac'i the urgent need to refurbish the normal debilities of time and 
wear. Many of the seven schools established since 1971 have received no 
federal support for construction or renovation. In addition, over the same 
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period, the changes In the scope of practice of optometry have necessitated 
Introduction of new facilities and/or redistribution of the space available In 
even the best conditioned buildings. 

II. CLINICAL DEVELOPHEHT 

The replacement and Introduction of specific clinical equipment Is a primary 
concern. There Is a need for ongoing refUi'bl shI ng of examining Instruments 
and equipment, which suffer extraordinary stress through constant use by 
students and interns. This need also includes the continued updating of 
automated and computerized devices which enhance methodology by both im" o^ed 
reliability and expedited procedures. Unfortunately, these devices are 
extraordinarily expensive. A further necessity is the technical development 
for clinical applications of special "imaging" laboratory processes. 

These methods have the potential to reveal conditions at very early stages, 
well in advance of most presently used diagnostic procedures. Finally, 
expansion of clincial facilities Is essential to Increase patient access to 
the "state of the art" of prosent day optometry. 

III. CURRICULUM DEVELOPMENT 

Optometric curricula: particularly pharmacology, pathology, immunology, and 
related biomedical fields are experiencing a needs explosion for space, for 
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new equipment, and particularly, for additional specialized members of the 
faculty. Continuing curriculum development In these and other areas of 
optometric education Is vital to the ongoing enhancement of optometry's role 
as provider of the diagnosis, treatment and management of ocular disease. 
Augmented clinical training Is also required to accompany an expanding 
didactic educational experience. 

The ability *o constantly "renew" existing faculty Is crucial to optometric 
education so that they may keep abreast of advancements In Instrument and 
computer technology, methodologies, and research functions. Residency 
education Involving post graduate cUnlcal specialization has grown In the 
last fifteen years, and has become a significant new source of clinical 
education In optometry. It Is now apparent that residency education must be 
further expanded and better coordinated Into the teaching programs. 

IV. REHABILITATION OF VISION 

Hhlle rehabilitative optometry Includes a number of aspects, major emphasis Is 
placed here upon three: geriatrics, low vision, and pediatrics. The graying 
of America has Introduced a genuine problem of the specialized visual needs of 
the geriatric population. The Association of jchools and Colleges of 
Optometry, through a federally supported giant, has already Initiated a 
curriculum In geriatrics and has developed a gerontology manual. However, 
development of the geriatric curriculum Is still needed. 
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Present Indications are that reduction and loss of vision is a normal 
accompaniment of advancing years. An increase in the number of individuals 
bound to suffer from low vision can be readily anticipated. The development 
of both devices and procedures for augmenting available vision and appropriate 
training in vision rehabilitation is essential. 

The development of pediatric optometry indicates the profession's concern with 
correcting poor vision in children, which may also play a major role in 
reducing adult Illiteracy. The public concern with the effect of illiteracy 
upon Individual lifestyle, contributions to society, and international 
industrial competition has long been recognized by optometry. Research in the 
relationships between visual defects and illiteracy and the potentials for 
correction needs to be greatly expanded. 

V. RESEARCH 

'ihe Importance of research to any scientific field is evident. In optometry, 
clinical research requires development and expansion particularly in, although 
not confined to, the &reas reflecting the broadening scope of practice. 
Research is also greatly needed in the further generation of state-of-the-art 
technology. Equally critical is the ampHf ir,ition of the imaging techniques 
and technical development of the instrumentation applicable to clinical use. 
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Continued research In existing environmental and Industrial studies will help 
to identify and create proper Indlcles of lighting and colors, thereby 
increasing safety and efficiency. Studies measuring the relationship of 
visual aptitudes to all types of human performance and the Impact of 
specialized training on accomplishment are also increasingly important. 
Clincial research requires support in facilities, specialized equipment, 
trained faculty, support personnel, and graduate student participation. 
Educational research to assist In developing Improved strategies in teaching 
and learning within the optometric profession are also critically needed. 

VI. MINORITIES 

Support is needed for recruitment of minority students Into the profession of 
optometry and for retention of such students to graduation. Some success has 
already been achieved by virtue of summer enhancement programs and making 
tutorial programs more available. Additional programs for this purpose must 
be developed and instituted. Equally Important Is the need to provide 
adequate financial support to minority students, particularly those who are 
often financially disadvantaged and thus, most burdened by the rising cost of 
optometric education. 

In addition, funds to recruit and ^pt^^in fRciilty and to assist eligible 
students In graduate programs leading to faculty positions are essential In 
order to establish appropriate role models in teaching, research, and 
administration. 
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VII. STUDENT FINANCIAL ASSISTANCE 

Eighty six percent of optometry graduates In 1990 required federal financial 
assistance. In spite of the fact that the average amount of Indebtedness 
continues to escalate, In some cases as high as $80,000, and the costs of 
establishing a practice are considerable, the repayment record of optometry 
graduates Is the best of all the health professions. In order to keep these 
debts at manageable levels, It Is Imperative that optometry students continue 
to fully participate In all federal financial assistance programs and that 
they have access to scholarship funds and loans at affordable rates. 

HEEDS AND OPPORTUNITIES 

The needs of optometric education are compelling. There has been no major 
Infusion of federal funds for optometric education In many years. This 
situation has led to a potential shortage of equipment and deterioration of 
physical plants. A major challenge is the development of curricula required 
to keep pace with the rapid advancements occurring In eye and vision care. 
This development Involves physical and clinical facilities, equipment, numbers 
of faculty, and faculty preparation and training. In the national Interest, 
there Is an Immediate need to fund innovativp pducattonal programs required to 
meet the growing eye care needs of the American people. 
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A'iSOCIATlON OF UNIVERSITY PROGRAMS IN HEALTH ADMINISTRATION 



Mr, Chairman and members of the subcommittee- 

My name is Gary Filerman and I am President of the Associa- 
tion of University Programs in Health Administration, a consor- 
tium that includes 53 U.S. graduate schools with a netv?ork of 
collaborating health services foundations, business organiza- 
tions, and government agencies. Our primary mission since the 
time the Association was founded back in 1948 has been to focus 
the resources of higher education on a single goal: managing 
health services with optimum quality, efficiency, and 
responsiveness. 

Mr. Chairman, perhaps the most critical challenge confront- 
ing our health care system today is the coordination and manage- 
ment of a systeni that will cost-effectively serve the health 
needs of all citizens. And never has that challenge been so 
great. 

For in spite of more than a decade of intensive efforts to 
curb health care costs, medical spending by Americans continues 
to grow faster than the rate of inflation. At the same time, we 
are seeing an explosion of new types of health care organiza- 
tions — such as HMOs, PPOs, and home health agencies — that empha- 
size prevention, primary care, and low-cost alternatives to 
traditional health care systems. 

Unfortunately, many of the efforts that have been undertaken 
to control rising costs and find more cost-effective methods for 
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meeting America's health service needs have met with only limited 
success. 

Why? In large part because these efforts outrun the manage- 
ment capabilities of the very system they are intended to help. 

The fact is that nearly every aspect of health care policy-- 
from assessing expensive new technologies to AIDS patient manage- 
ment to dealing with nursing shortages — is ultimately the respon- 
sibility of health services administrators. Administrators must 
create the conditions under which physicians, nurses, and other 
health professionals are most productive by drawing together the 
needed resources, while making sure that quality and cost control 
systems function properly. 

Whether or not they are up to the task will in large measure 
determine the success or failure of new federal policies where it 
counts — in the community. 

The sad fact is that management competence in health servic- 
es is grossly uneven. 

As critical as these positions are to our health care sys- 
tem, we know that as many as two-thirds of the nation's health 
services administrators lack the professional management skills 
needed to deliver quality health services on an equitable and 
cost-ef recti ve basis. And while some may argue that there is an 
oversupply of health professionals, quite the opposite is true 
when it comes to health services administrators. 

There are in fact extremely serious management shortages in 
HMOs, emergency medical systems, nursing homes, home health agen- 
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cies, community health centers, and rural hospitals. In fact, 
while the Department of Health and Human Services seeks to ter- 
minate funding for Health Administration, another arm of the gov- 
ernment — the U.S. Department of Labor — has designated health 
services administration as the area with the largest unmet need 
of the decade. 

From a practical standpoint, what does all this mean? 

It means that whatever steps you and your colleagues here in 
Congress take to contain costs or improve services will be lim- 
ited by managers* inability to effectively implement federal 
policies. 

It means that physicians and other health professionals will 
not be fully productive because the settings in which they prac- 
tice will not be properly managed- 
It means that any efforts you in Congress make to achieve 
equity in rural or inner-city health facilities will be hampered, 
thereby discouraging practitioners who might otherwise be moti- 
vated to serve there. 
RECOMMENDATION 

To help avoid those problems and ensure a supply of ade- 
quately trained health administrators, Mr. Chairman, I am here 
today to urge the subcommittee to extend and expand the authori- 
zations for two Title VII programs: $3 million for Health Admin- 
istration Grants currently authorized under section 791 and $1.5 
million for Health Administration Traineeohips authorized under 
section 791A. 
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I realize that such comparatively small sums of money are 
easily brushed aside or overlooked. Some are inclined to think 
that programs that are this small cannot possibly have any real 
impact • 

Quite to the contrary, Mr. chairman. 

Both programs have a proven track record of success. Fur- 
thermore, both serve to leverage a substantial investment of 
matching funds from universities and other sources. Each year, 
in fact, the rederal dollars Congress has appropriated have at- 
tracted resources well beyond the statutory matching require- 
ments—often as much as $8 in private funds for every federal 
dollar. 

But most importantly, Mr. Chairman, these modest programs 
represent one of the very few direct line investments the federal 
government makes to help strengthen the management of our health 
care system. And without appropriate management competence, no 
enterprise as large or as important as this country's health care 
system can operate effectively* 
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89X9XKBM7 OF BDHlOiD ROYBXL 
CHAXRNAM, H0U8I SILICT CONMITTIB OM AOIlKi 

for the 

Health and BnvironMnt Subcoimittee of the 
Houae Energy and CoaMerce Coaaittee 
hearing on May 30, I99I 



Mr. Chalraan and Menbere of the Coanittee: 

Thank you for holding this hearing today. Aa you well 
know , I aa very concerned with the a 1 lied hea 1th 
professional shortage we are currently facing. It frightens 
ae to think that wb^le I and aany of our colleagues are 
fighting for coapreheneive health care refora for the 
aillions of uninsured and underinsured Aaericans, we do not 
have adequate nuabers of health professionals to care for 
thea. Not only are we faced with a shortage, we also aust 
iaprove the rniality of ijducation and training that our 
health professionals today are receiving. One of the 
results f roa a hearing held by the House Select Coaaittee on 
Aging, which I chaired, showed that nany practicing 
professionals lack adequate training. 

I along with ay colleague. Representative Bruce have 
introduced the "Allied Health Professionals Proaotloa Aot of 
X»»X** (H*R. 14<i), This legislation was proaulgated by the 
findings discussed at the March 4, 1991, hearing, •^Long Tera 
Care Personnel: Incentivee for Training and Career 
Developaent" . This hearing revealed several probleas. 
First, no federal funding prograas were authorised to 
support allied health education during the period of 19B1 to 
1989. Public Law 100-607, the Health Professions 
Reauthorization Act of 1988, authorized $6 aillion, but only 
$737,000 was appropriated for grants and contracts. For 
Fiscal year 1991, $1,659,000, was appropriated for grants 
and contracts. That aoney will only nake it possible to 
provide continuation support for seven grants and perhaps 
fund ten new projects. 

Another issue we addressed at the hearing was the 
effort to incorporate elder care into the allied health 
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curriculum. Unfortunately, recent attempts to include elder 
care into these curriculuss have been inadequate and 
personnel shortages will persist and worsen unlese we take 
action now. A startling fact which illustrates the gross 
shortages we are facing was reported by the Institute on 
Hedicine (lOH) . The lOH report, **Allied Health Services: 
Avoiding crises, found that the ratio of PTE physical 
therapists to registered nurses is 1:2 in rehabilitation 
hospitals coKpared with 1:43 in acute care honpitals. We 
cannot provide access, nor quality care to the 34 million 
uninsured and underinsured Aaericans, such l>t^*iB strive to 
provide quality health care for all Americans i we lack the 
allied health professionals. 

The final point I want to address which resulted fron 
the March 4, hearing, is the curricular reform barrier the 
shortage Is creating. The lOH study concluded that improved 
education in geriatric care would: 1) aid in t>- retention 
of existing practitioners; 2) illuminate the < ^arda of a 
geriatric career for students and augment recruitnent; and 
3) encourage faculty to engage in geriatric servic«« and 
clinical research relevant to long term care. X refer to 
this study because it emphasizes the need to move forward 
with an initiative that addresses the allied health 
personnel shortage. It is a shortage which ve must address 
in the 102nd Congress. He are hearing more and more about 
health care for all Americans and allied health 
professionals are a necesssary component of any kind of 
health care reform. 

H.R. 1466 addresses the problem of the lack of allied 
health professionals and insufficient education and 
training. This bill wKxch I introduced wit!i r^^. Bruce 
establishes four objectives: 1) provide project g/ants to 
those allied health fields determined by the Secretai/y to be 
in short supply; 2) provide allied health student 
traineeships; 3) provide advanced training of allifd health 
personnel; and 4) authorize the establishment within the 
Health Resources and Services Administration an Advisory 
council on Allied Health. Our goal is to provide $96 
million total funding for this initiative by the fiscal year 
1994. 

Ke cannot allow these problems to persist. 
Procrastination and denial that there is a problem in the 
area of the allied health professions will only contribute 
to the growing problem. If we are to isplesent a national 
health care system that will provide access to all 
Americans, we must build a quality system that works, not a 
system where the health care demand exceeds the provider 
supply. It must be a systes that worka because it means 
quality and access for all Americans. 

Again, I thank you for addressing this issue and giving 
me the opportunity to include my remarks. I respectfully 
request that this statement be submitted for the record. 



ERIC 




327 



M. MURTAZA ARAIN, M.D. 
CHAIRMAN 

INTERNATIONAL ASSOCIATION OF AMERICAN PHYSICIANS 

Chairman Waxman and members of the subcommittee, thank you for 
the opportunity to present the views of the International 
Association of American Physicians on the Health Professions 
Reauthorization. 

The lAAP is a coalition group consisting of the American 
College of International Physicians, the American Association of 
Physicians from India, the Association of Pakistani Physicians of 
North America, the Association of Philippine Physicians in America 
and The Islamic Medical Association of North America. The lAAP 
represents over 40,000 physicians from many countries practicing in 
the U.S. 

There are currently an estimated 569,000 physicians in the 
United States, 130,000 of whom are international medical graduates 
(IMGs). These physicians - 23 percent of our nation's medical 
doctors - are more likely to serve the disadvantaged and indigent 
in inner-cities. State hospitals and VA hospitals than domestic 
medical graduates. In Illinois, 33 percent of the practicing 
physicians are international medical graduates. 

In 1956, di^e to physician manpower needs, the Educational 
Commission for Foreign Medical Graduates was established. The 
ECFMG assesses the qualification of IMGs to enter U.S. residency 
training. Since that time, IMGs have filled the gaps of medical 
care where USMGs have not been serving. IMGs can be found 
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disproportionately to be serving in VA hospitals, mental 
institutions and inner-city hospitals serving the poor and 
uninsured. It is important to note that while 80 percent of iMGs 
provide direct medical care, 20 percent serve on the faculty of 
U.S. medical schools and teaching hospitals. 50 percent of the 
research physicians at thcs watioi;^* Institutes of Health are IMGs. 

These 130, 000 internationally trained physicians are legal 
residents, most of whom are American citizens. These practicing 
physicians have passed U.S. medical licensing exams, received 
residency training in the United States and obtained a license to 
practice in a state. 

Studies have shown that there are no discernable differences 
in the frequency of litigation involving the two groups and that 
the level of patient satisfaction is equal for the two groups. An 
exhaustive study by the Journal Medical Care revealed that there 
are no significant differences in the per/ormance of USMG and IMG 
attending physicians, house staff physicians, or in the ambulatory 
care setting. Yet despite the significant contributions to medical 
care in this country that we have made, we are subjected to a two- 
tiered system of medical licensure. 

Mr. Chairman, it has been our contention for several years 
that the differences in medical licensure requirements between 
domestic medical graduates and international medical graduates have 
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been used as a discriminatory vehicle to create additional 
obstacles in licensure by endorsement for international medical 
graduates. Licensure by endorsement is the process whereby a 
licensed physician seeks medical licensure in a second state. 

There has been one significant change with regard to IMGs 
since you last held hearings on health manpower. Organized 
medicine has agreed to implement a new single United States 
Licensing Examination scheduled to begin next year. This n<5w 
licensing exam will replace the separate exams (The National Board 
of Medical Examiners and the Federation Licensing Examination) 
which were previously given to domestic and international medical 
graduates. The elimination of all differences in medical licensure 
roquirements - not just in testing - is th4 mission of our 
association, 

During the last Title VII reauthorization, you asked the 
General Accounting Office to look into discrimination practiced by 
medical state licensing boards against international medical 
graduates. That May 1990 GAO report entitled "Medical Licensing By 
Endorsement : Requirements Differ For Graduates Of Foreign And U.S. 
Medical Schools" did recommend that a national repository for 
physician credentials be established in order to streamline the 
process of state-to-state licensing. Consistent with those 
recommendation, the Educational Commission For Foreign Medical 
Graduates has worked with the Federation of state Medical Boards 
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and the American Medical Association in developing a Kational 
Repository for physician credentials. The purpose of this 
repository will be to house information relevant to medical 
licensure for applicants in order to prevent the interminable 
delays experienced by international medical graduates who apply for 
licen&ure by endorsement. 

Often a licensed, practicing physician must provide 
infoimat^on to a second state licensing board that has already been 
provided to one state licensing board. It frequently takes much 
longer for a practicing IMG to process applications for licensure 
by endorsement than it does for domestic medical graduates because 
of the difficulty involved with providing the requisite information 
to state licensing boards from international medical schools. 
Document retrieval is oaften near impossible for iMGs and extensive 
delays or minimal notice of opportunity for a hearing by a State 
board are not uncommon. In their research, the GAO uncovered the 
case of an internationally trained physician who was licensed to 
practice in five states yet was denied licensure in a sixth state 
because that state's board recjuested information concerning the 
physician's medical school that he or she could not verify. That 
is blatant discrimination because the information asked would not 
be asked of a USMG who had been licensed to i^ractice in five 
states. This is an example of reciprocity discrimination. 
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Currently state wedical boards place the burden on the 
individual physician to prove the ^equivalency of his or her medical 
degree. A clearinghouse for applicants records will streamline the 
process for state-to-state licensing and v,Hl limit duplicative 
state efforts as well as avoid delays for practicing IMGs who seek 
licensure in a second state. The repository will make it easier 
for states to authenticate and verify educational and training 
credential for all physicians. 

The lAAP believes that the role of a national repository for 
medical licensure applicants' educational backgrounds and 
credentials will go a long way toward ensuring high quality health 
care to the American public. The function of a national repository 
is to promote fairness in medical licensure by expediting the 
process of licensure by endorsement for international medical 
graduates as well as for domestic medical graduates. 

The lAAP strongly believes that since international medical 
graduates will be the principal users and payors of a national 
clearinghouse for medical education documentation « appropriate 
representatives from the international medical graduate community 
should be actively involved in the oversight of the operation and 
Implementation of such a repository. 

While we would prefer a federally operated repository in order 
to ensure fairness, we recognize that there is no need for the 
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federal government to duplicate private sector efforts to create 
such a repository. For this reason the lAAP supports a private 
organization to administer the national repository. However in 
order to ensure fairness, it is absolutely imperative that a 
coalition of IMG groups be involved in the process of oversight of 
the operation and implementation of the national repository. 
Proper oversight would be assured by th*3 creation of an HHS 
advisory council whose function would be to issue recommendations 
to the Secretary on how to oversee the repository and to monitor 
the implementation of the repository for its first three years of 
operation. 

Congressman Mervyn Dymally has introduced legislation in the 
House of Representatives which would create an HHS advisory council 
consisting of representatives from the FSMB, ECFMG, lAAP, AMA, a 
U,S. medical school, an international medical school and any other 
organizations deemed necessary by the Secretary of Health and Human 
Services. Congressman Solarz is introducing similar legislation 
today. 

Mr, chairman, the GAO report stated that while tht»je is a 
consensus on the need for the clearinghouse's concept and design 
all relevant groups "agreed to address basic questions, such as 
which organization would be best suited for administering the 
clearinghouse and what types of information it would maintain," 
Other issues such as the prevention of the potential abuses of a 
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repository and the requisite coordination with state medical boards 
must be addressed and implemented in a manner approved by all of 
the relevant interest groups to a repository. This advisory 
council will provide the proper forum for these very important 
issues to be addressed and will ensure that the views of IMGs are 
properly expressed « 

Funding for the actual operation of a national repository for 
medical credentials is self-sufficient based on fees assessed to 
physicians who are using the service. 

H.R, 319 would also prohibit discrimination in state medical 
licensure and reciprocity standards by prohiLiting any 
discrepancies in requirements by the States between domestic and 
international medical graduates. The different licensure criteria 
for the two groups is a means of limiting competition. 

The lAAP has comprised many cases of disparata treatment of 
licensed international medical graduate physicians who applied for 
license in another state. These differences included requirements 
of extremely expensive and time consuming primary source documents 
from medical schools and other institutions many years later, often 
when duplicate original documents were available from other 
sources. Another example was that some states required a higher 
FLEX (Federation Licensing Exam) score of international medical 
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graduates than the score which is nonaally required of both 
international and domestic graduates* 

Another area of discrimination which Congressman Dymally's 
bill addresses involves residency training and first time 
licensure* For initial licensure, passing the licensing 
examination is sufficient evidence that an IHG has medical training 
from an institution that has provided the necessary training. Such 
training includes providing the current medical literature and 
teaching the latest medical progress. Some hospitals and residency 
programs state that either no international medical graduate 
applicants will be considered or would only be considered with far 
superior qualification than USNGs. Quotas have been set for IMGs 
in one program in Illinois. 

A third area of discrimination addressed by H.R. 319 involves 
employment, promotions and hospital privileges. This includes the 
improper use of restriction or denial of hospital privileges based 
on minimal charges by domestic medical graduates who were 
competitors in the community. Hany advertisements in medical 
journals and other publications limit applications for positions to 
(iomestic medical graduates. Although job notices and hospital 
privileges that aro denied to IMGs can be fought in the courts on 
a case by case basis, we believe that legislation addressing this 
aspect of discrimination is necessary. 
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I would like to make it clear that we do not support 
legislation whose purpose is to decrease the standards for 
licensure or reciprocity. H.R. 319 would not infringe on the 
principle that grants to the people of the states the right to 
determine who shall be licensed to practice medicine. It would not 
determine what a particular states requires of its licensure 
applicants. It would require States to eliminate the discrepancies 
in licensure requiremer^s that many states have adopted. We want 
to eliminate discrimination and the second class citizenry that we 
have been experiencing. The enactment of this bill would do that. 
Again, we do not wish to infringe on a State's right to set 
standards, only to ensure that when a State sets its licensure and 
reciprocity requirements that discrimination is not an unknown or 
clandestine byproduct. 

On April 25 of this year, Dr. James Todd, the Executive Vice 
President of the AMA said that separate treatment of iMGs is 
continued embarrassment to the medical establishment in this 
country." And, Mr. Chairman, you will recall that during the 1988 
hearings on the reauthorization of the HeJtlth Professions, Dr. 
Bryant L. Galusha, then the Executive vice President of the 
Federation of State Medical Boards stated that **The federal 
government can play a role in assisting the states in dealing with 
the foreign medical graduate.** A recent AMA survey of IMGs 
indicated that the number one priority of IMGs was the elimination 
of discrimination through federal legislative means. 
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We are greatly encouraged by the implementation of a single 
licensing exam for all physicians, by the GAO's recommendation for 
a central clearinghouse to maintain and verify information on 
licensure applicants' educational backgrounds and credentials and 
by the AMA's implementation of such a clearinghouse. But there is 
a great need for a federal role. 74 members of the House and 5 
members of the Senate cosponsored IMG anti-discrimination measures 
to eliminate differences in licensure requirements. It is now 
imperative that the Dymally bill, which would end discrimination 
and would establish federal oversight over a clearinghouse for 
medical credentials, be enacted. 
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STATEMENT OF THE 
INTERNATIONAL SOCIRTT FOR CLINICAL LABORATORY TECHNOLOGY 



The International Society for Clinical Laboratory 
Technology (ISCLT) is pleased to present its views to the 
Health Subcommittee regarding the reauthorization of Title 
VII of the Public Health Service Act. ISCLT was founded in 
1962 and is currently one of three national professional 
associations representing laboratory technologists and one of 
four private professional organizations which certify 
laboratory technologists. 

The Committee has already received substantial testi- 
mony regarding the acute shortage of clinical laboratory 
personnel. This problem is particularly severe in rural and 
inner city areas where many of our members are employed. 
Studies recently conducted by the American Society of 
Clinical Pathologists (ASCP) and The American Society for 
Medical Technology (ASMT) find alarming shortages of 
laboratory personnel. According to the ASCP survey, vacant 
positions have doubled since 1908 and over two-thirds of all 
laboratory managers report difficulty filling openings for 
medical technologists. 

ISCLT strongly supports H.R. 2405 which was intro- 
duced by Representative Jim Slattery (D-KS) and 42 other 
Members of Congress on May 20. This legislation provides a 
comprehensive response to the laboratory technologist short- 
age. The bill will help avert an even greater crisis which 
is likely to occur if the CLIA '88 personnel rules proposed 
by HHS are implemented as drafted. 

H.R. 2405 has three major components. Section 2 
establishes programs designed to attract more laboratory 
technologists to rural areas through loan repayment programs 
for students and financial assistance for special training 
programs. Section 3 requires the Secretary of HHS to develop 
a program for accrediting State and nonprofit entities which 
certify laboratory personnel. Section 4 directs the 
Secretary to develop and administer a competency-based 
examination to certify laboratory technologists until such 
time as the Secretary has established accreditation standards 
lor private certifying agencies. 

Each of the provisions is critical to the legisla- 
tion. In particular, we would like to express our strong 
support for reauthorizing the HHS proficiency examination. 
The development and administration of an HHS proficiency exam 
is supported by over 22 state hospital associations, the 
three professional organizations representing medical 
technologists, and several major veterans organizations. In 
addition, 78 Members of Congress signed a letter to Dr. Gail 
Wilensky, the Administrator of HCFA, asking her to conduct 
this type of test. 

Past examinations offered by HHS have been extremely 
effective at reducing the shortage of clinical laboratory 
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personnel. Between 1975 and 1987, over 65,000 laboratory 
profeasionalB took the HHS exaw and 30,799 or 46.9% passed. 
A high percentage of the laboratory technologists practicing 
today in rural and inner city independent and hospital 
laboratories qualified through the HHS exam. 

Authority to conduct this exam was eliminated in 1988 
for two reasons. First, it was argued that the private 
professional organizations could piovide an adequate supply 
of baccalaureate-uegreed individuals to meet provider's 
needs. Second, the claim was made that anyone who wanted to 
take the HHS proficiency exam had an opportunity to do so 
during one of the seven administrations of the test. 
Irrespective of whether or not these claims were legitimate 
in 1988, it is clear that they are not valid today. The 
shortage of personnel has been thoroughly researched, 
documented and reported. Moreover, thousands of individuals 
who either have recently graduated from military and other 
training programs or who have been practicing in physician's 
offices or hospitals, have not had an opportunity to take the 
HHS proficiency exam. 

In repealing this authority in 1988, the conferees 
acknowledged that future exams might be necessary: 

"... there may develop a shortage of such personnel 
in the future. If this occurs, the conferees 
anticipate that consideration could be given to the 
appropriateness of authorizing a new examination for 
such personnel.' House Conference Report No. 100- 
661; May 31, 1988. 

Moreover, the Energy and Commerce Committee subne- 
quently voted to reins\ate the exam as part of the 1988 
Health Professions Rrjauthorization Bill, we urge the 
Committee to include a similar provision in this year's bill. 

Each of the four private certification agencies 
currently conduct written examinations as a principal 
component of their own certification programs. Clearly these 
organizations believe that a written examination can be an 
important evaluator of laboratory knowledge, otherwise they 
would not require applicants to take these tests. We believe 
that these groups, working with the Secretary, can develop an 
examination which could be used to assess the laborator;,'^ 
knowledge of the personnel currently in the field. 

The administration of such a test is far superior to 
grandfathering all existing ptirsonnel regardless of ability, 
as some have suggested, or to refusing to allow experienced 
laboratory staff to continue to practice their profession. 
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While not a perfect solution, this is a very realistic and 
reasonable approach to this problem. 

We believe that absent Section 4, this legislation 
will not be effective in resolving the current crisis. The 
education loan and grant provisions and the private 
accreditation provisions are valuable and we hope they will 
make a significant contribution toward reducing the long- 
term problem. However, they will not provide any immediate 
relief to independent labs, community hospitals, and 
physician office laboratories* 

The administration of additional proficiency exams is 
particularly critical for non-degreed individuals who are 
practicing in hospitals and physician offices. Under the old 
rule, these laboratory staff had little incentive to take the 
HHS exam because it was not required to practice in these 
sites. However, under the new CLIA rules, these individuals 
will probably lose their jobs. Many of these professionals 
have worked their entire careers in laboratories. They 
should be permitted the same opportunity as their colleagues 
working in independent labs to prove their competency through 
a proficiency exam. 

For these reasons, we urge you to incorporate H.R. 
2405, as introduced, in your reauthorization of Title VII. 
This legislation is also supported by; 

American Association of Bioan-alysts 
American Hospital Association 
American Medical Technologists 
American Society for Medical Technology 
House Rural Health Care Coalition 
National Vietnam Veterans Coalition 
Fleet Reserve Association 
Air Force Association 
Non-Commies ioned Officers Association 
Naval Reserve Association 

and the following 22 state hospital associations; 

Alabama Hospital Association 
Arkansas Hospital Association 
Colorado Houpital Association 
Association of Delaware Hospitals 
Iowa Hospital Association 
Illinois Hospital Association 
Indiana Hospital Association 
Kansas Hospital Association 
Kentucky Hospital Association 
Louisiana Hospital Association 
Massachusetts Hospital Association 
Minnesota Hospital Association 
Missouri Hospital Association 
Montana Hospital Association 
Nebraska Hospital Association 
Nevada Hospital Association 
North Carolina Hospital Association 
Ohio Hospital Association 
Oregon Hospital Associwtion 
South Dakota Hospital Association 
Texas Hospital Association 
Washington State Hospital Association* 
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M&'iJ^^^ National Association of Pediatric 
W'm0i Nurse Associates & Practitioners 



Mr. Chairman and distinguished Members of the Subcommittee, my name is 
Ruth Muliins. I am a Certified Pediatric Nurse Practitioner (CPNP), Director of the Pediatric 
Nurse Practitioner (PNP) program at California State University, Long Beach, Olifomia, and 
President of the National Association of Pediatric Nurse Associates and Practitioners 
(NAPNAP). 

My statement is on behalf of the National Association of Pediatric Nurse Associates and 
Practitioners which represents over 3,300 pediatric nurse practitioners (PNPs) in the country. 
My statement addresses the needs of nursing education programs - specificdly, nurse 
practitioner programs - as the Committee undertakes the reauthorization of Title VIII of the 
Public Health Service Act. 



The Nurse Practitioner/Nurse Midwife Program is authorized under Section 822(A) of 
Title VIII. This program provides grants to assist eligible institutions to meet the costs of 
educating nurse practitioners and nurse mid wives. Grants are used for programs to train nurse 
practitioners and nurse mid wives to work in primary care settings and other health care 
institutions. 

T\\t original puipose of the legislation, dating back to 1964, was to increase enrollments 
at the various nursing schools and to assure the fmancial viability of schools offering these 
programs. Over the years, the legislation has focused on "advanced nurse training" - i.e., 
PNPs. The need for this program still exists. 

Pediatric Nurse Practitioners 

PNPs provide basic health care and preventative services to children from birth through 
the age of 21. PNPs are critical links in the delivery of primary prevention services to children 
who traditionally have no other access to care. They staff well-baby clinics, administer 
immunizations, conduct screening programs and U h parenting skills, growth and development. 
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and nutrition and safely. PNPs can independently manage a broad range of health care needs, 
including the management of colds, ear infections and other common childhood diseases. In 
addition, PNPs coordinate the management of many chronic illnesses and can deliver direct care 
to those children with stable chronic conditions. In cs$\'ncc. their practice base extends the 
entire spectrum of care delivery for children. PNPs are found in community health centers, 
health maintenance organizations (HMOs), primary care center's, private practices, and hospitals 
throughout the U.S. 

Access to Health Care for Children 

You can hardly pick up a newspaper without seeing something about the crisis in health 
care - and its most innocent victims - children. In fact, recent discussions by Congressional 
leaders have indicated that the health and welfare of the children in this nation will be one of 
the pivotal domestic programs of this decade. The health care problems of children are 
multifaceted ranging from access to health care, the availability of health care providers and 
health care delivery to medically underserved populations. Historically, the Congress has 
supported pediatric nurse practitioners. As a result, children in medically underserved areas 
have received health care that would have otherwise been unavailable to them. On behalf of 
these children, we thank you and your colleagues for your past support, and urge that you 
maintain and strengthen that support this year as you ad^icss the pressing problems of children 
in our society. 

Authorization Request 

We request a three year authorization of Section 822 as follows: 
FY 1992 FY 1993 FY 1994 

$23,500,000 $26,332,000 $29,400,000 

In addition, rve seek further emphasis, through bill and report language, that would 
emphasize Pediatric Nurse Practitioner programs. PNPs receive advanced training emphasizing 
pediauics and child health issues. This education provides the basis for PNPs to provide 
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primary care services without immediate supervision of a physician. Often, this occurs in 
medically underserved areas. Studies have found that nurse practitioners provide cost-effective 
care and increase the productivity of medical practices. What follows is some background 
information on the education of a PNP. 

Educatio n of a PNP 

A PNP is a registered nurse who has completed an additional formal education program. 
The m^orily of all PNP education programs are at the Masters level. The program content 
includes courses in growth and development, family and cultural issues, pediatric physical and 
development assessment and the mafgemcnt of common childhood illnesses and problems. All 
programs have a strong clinical component. After graduation, a PNP can obtain professional 
certification, which is a confirmation of professional competency. 

PNP Educati on Programs 

Nurse Practitioner (NP) programs are expensive. Many educational institutions and most 
state supported universities cannot support or afford to offer these programs because of the high 
costs associated with them. Most programs average 8 - 16 students per class. The costs are 
due mainly to the necessary faculty-student ratios. 

Today, there are 44 PNP education programs in the country. Unfortunately, only seven 
arc receiving federal funding support through the Nurse Education Act funds. Most recently, 
three PNP education program applications were approved but notified they will go unfunded due 
to a lack of resources. 

For the entire Nurse Practitioner and Nurse Midwife traineeship program, the Division 
of Nursing expects that there will be about 14 - 18 unfunded but approved grant applications 
amounting to about a $2.7 million shortfall. Last year, 13 grants for federally assisted 
educational programs were approved and unfur;ded. 

We are appreciative of the support Congress has given the nurse practitioner/nurse 
midwife program in the past for both the authorization and appropriations. We also recognize 
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that the funding levels have not kept pace with the authorization levels. However, in the 
appropriation process the nurse puctiti oner/ midwife program has fared better than most other 
nurse education programs. Last year's appropriation was over $15 million. However, 
according to Division of Nursing Staff, after reductions and expenses are taken oi;t for 
"evaluations" and other expenses, only about $13 million to $14.6 million will be realized for 
funding of grants. 

Because of the number of meritorious programs that are going unfunded, which could 
make a critically important difference in the health care that is delivered to children in medically 
underserved areas, we urge Congress to support our authorization level request for the nurse 
practitioner/nurse midwife program. 

We believe a higher authorization level is nefded to increase the pool of money for these 
primary health care providers - nurse practitioners, nurse mid-wives. Such an increase will 
help to spread the allocation of monies among the various specialties. 

Federal funding for nursing education programs docs make a difference! Without such 
support, the number of PNPs will decline at a time when the needs of children are ever 
increasing. Low birth-weight babies, immunization problems, school screening programs, 
substance abuse and child nutrition are but a few examples of problems which PNPs can help 
resolve. 

PNft Role as Health Core Provider 

The demand for PNPs exceeds their number. PNP program education directors receive 
numerous requests for PNPs to work in a number of settings such as HMOs, schools, private 
practices and rural health settings and other primary care centers in medically undeserved areas. 
In adoption, there is anecdotal information demonstrating increasing needs for PNPs in urban 
areas. For example, in the Los Angeles-Orange County area there are currently 15 unfilled 
open positions for PNPs. 

The profile on America's child health has improved in some areas over the past 40 
years; but problems still exist. Injuries have now replaced infectious diseases as a great concern 
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for the health of children. Motor vehicle accidents, drownings, falls, poisoning, fires and 
homicide stil! remain problems at the top of the list. 

Other primary and preventable problems include homicide, suicide, child abuse and 
neglect, developmental problems and lead poisoning. Some infections such as influenza and 
respiratory illnesses, and asthma, remain major child health problems. 

Childhood is the time to focus on human development. A good health plan for children 
helps to prevent bad health behaviors, i.e., drug abuse, smoking, alcohol and diet - and 
establishes good healthy behavior. 

PNPs are well prepared to focus on these issues as well as manage and deliver this kind 
of health care. PNPs are an integral part of the health care team to provide primary health care 
services. This concept has been supported by numerous federal agencies and the Federal 
government. 

Throughout the last 25 years, PNPs have helped to make a difference in children's 
health. But, there arc only about 6,000 PNPs available to provide this care. Most reccndy, 
the Graduate Medical Education National Advisory Committee (GMENAC) Final Draft Report, 
HRSA 240-89-0041, 1991, p.5, highlighted PNPs as a potential contributor to the delivery 
of child health care. The GEMNAC report also suggested "the balance of care (child care) is 
fell to be ideally provided by non-physician professionals while medical needs would be roughly 
50% higher if no care was ever delegated." (GMENAC Final Draft Report, 1991, p. 9). It 
also staled that there was a need for more mid- level providers and primary care nurse 
practitioners. 

Summary 

PNPs provide access to health care; however, nurses need access to education programs 
to obtain the necessary credentials to provide care. 

Today, both of these issues are critical to address the acute problems which exist with 
this nation's most precious resource and hope for the future - its children. 
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Wc respectfully request your favorable consideration in reauthorizing the nurse 
practitioner/midwife trainceship program at: 

FY 1992 FY 1993 FY 1994 

$23,500,000 $26,332,000 $29,400,000 

We also request that you include language in the bill and report that would assist in 
fairly distributing the monies among the various nurse practitioner groups so that the specialty 
of pediatric nurse practitioners continues. 

Thank you again for this opportunity to present our views. 
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STATEMENT 
OF THE 

NATIONAL REHABILITATION CAUCUS 



Health Professions Training Act Reauthorization 

The National Rehabilitation Caucus (NRC) is a coalition of organizanons 
representing health care professionals, consumers and institutional, home and 
community-based providers of medical rehabilitation services. The Caucu:» urges 
Congress to address the growing shortage of medical rehabilitation professionals during 
the reauthorization this year of the Health Professions Training Act (Title VII, Public 
Health Service Act). A renewed commitment to the education and training of 
occupational therapists, physical therapists, respiratory therapists, speech-language 
pathologists, audiologists and other key rehabilitation personnel is essential to stem the 
escalating dimensions of existing shortages and meet the health care needs of the elderly 
and individuals with disabilities in the years ahead. 

Legislation has been introduced by Senator Tom Harldn (D-IA) and 
Representative Terry Bruce (D-IL) which would expand the existing allied health 
education and training authorities contained in Title VII and target resources to areas of 
greatest need. S. 694 and H.R. 1466 would develop and expand allied health education 
program and faculty resources and increase student enrollments in those disciplines 
experiencing the most severe shortages and which will be in greatest demand into the 
next century. The Caucus strongly urges approval of these proposals during the Title VII 
reauthorization process. 

Backgrouncl 

Hospitals, nursing facilities, home health and rehabilitation agencies and other 
service providers arc increasingly unable to recruit sufficient numbers of qualified 
occupational therapists, physical therapists, respiratory therapists, speech-language 
pathologists and other medical rehabilitation professionals to provide essential services. 
The skills and services of these professionals are critically important in the provision of 
care to the elderly, the chronically ill and individuals with disabilities. 

The personnel shortages in these professions are approaching unprecedented 
proportions, and will intensify in the years ahead unless Congressional action is 
forthcoming to assure the availability of an adequate number of practitioners. A broad 
range of authoritative sources provides evidence: 

The most recent American Hospital Association (AHA) human resource survey 
conducted among hospitals nationwide reveals, for the second year in a row, 
serious difficulties recruiting and retaining medical rehabilitation professionals. 
The highest staff vacancy rates nationally are 16.4 percent for physical therapists 
and 13.6 percent for occupational therapists. Other professions classified as 
personnel shortage categories include speech-language pathologists (9.9 percent), 
respiratory therapists (8.9 percent) and occupational therapy assistants (8.2 
percent). These shortages are being experienced by rural and urban hospitals 
alike. Vacancy rates in many individual states have reached such serious levels 
that hospitals are responding by reducing services, closing beds or units and 
diverting patients to other facilities when medically appropriate. These staif 
shortages are also confirmed in a staff study conducted by the Prospective 
Payment Assessment Commission (ProPAC). 
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The U.S. Department of Veteraas Affairs (VA) medical system is experiencing 
even more severe recruitment and retention difGculties. The most recent fiscal 
year 1991 data show vacancy rat^s for physical therapists at 27.3 percent and 
vacancy rates for occupational therapists at 18.8 percent. 

The U.S. Department of Health and Human Services' 1990 Annual Report Co the 
President and Congress on Che SCaCus of HealCh Personnel In Che UniCed SCaCes 
noted that "...the allied health field is faced with growing shortages of personnel 
in a number of critical professional categories, reductions in program enrollments, 
closures of training programs, underrepresentation of minorities and shortages in 
faculty and trained researchers". 

Additional reports from the Institute of Medicine, the U.S. Department of 
Education, the Institute on Aging, the American Medical Association, the National 
Easter Seal Society and the American Association of Retired Persons underscore the 
growing threat these shortages represent to our nation's ability to provide important 
health and rehabilitation services. 

A principle factor contributing to these shortages is the escalating demand for 
services from a population with more individuals surviving into old age, frequently *vith 
chronic conditions or multiple disabilities. According to the 1990 HHS report, "As the 
number of elderly increases, the demand for allied health practitioners in a vanety of 
fields will rise accordingly, and combined with greater longevity will have a significant 
impact on Jemand for practitioners in rehabilitation fielcs such as occupational therapy, 
physical therapy, respiratory therapy and audiology." Further, advancements in medicine 
and technology have increased the frequency of survival from from accidental trauma or 
severely disabling conditions present at birth, thereby heighting demand for services to 
enhance functional independence and quality of life. 

Future Demand 

Future projections illustrate the need for Congress to take action now if a crisis 
in health care is to be averted in the years ahead. The National Academy of Sciences' 
Institute of Medicine, in a major study conducted in 1988, noted that unless Federal 
policymakers intervene the nation will suffer from a "serious shortage of allied health 
professionals". More specifically, the loM projected that the most serious personnel 
shortages by the year 2000 could occur in the fields of occupational and physical therapy. 



U.S. Department of Labor estimates lend further cr^.dence to this warning. 
Projections by the Bureau of Labor Statistics indicate that between now and the turn of 
the century, the nationwide demand for physical therapists and occupational therapists 
will increase by 57 percent and 49 percent respectively, with 34 percent increases for 
speech-language pathology and respiratory therapy, and similar increases for other allied 
health professionals. 
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Title VII 

In addition to significantly increased demand for services, a serious lack of 
focused Federal support for the educanon and training of allied health professionals 
generally, and medical rehabilitation professionals spedflcallyp has compounded the 
personnel shortages currently being experienced. While historically the Title VII health 
professions programs represented the prin?aiy source of Federal support for the training 
of allied health professionals, authorization and appropriations for these programs ended 
after 1980. Some modest initiatives to redre&'i riiis situation were enacted when Congress 
reauthorized the Title VII programs in 1988 However, annual authorization leveb 
targeted to allied health totaled only $6 millioiis and appropriations over the three year 
period totaled only $2.3 million. 

The educational system for rehabilitation professionals has not been able to meet 
the surging demand. This inability to produce an ample supply of qualified practitioners 
is caused by a variety of factors including an inadequate supply of faculty, an inability to 
incr<^ase class sizes because of a lack of resources, a shortage of education programs in 
some professions, and a decrease in funds for scholarships to attract students into 
programs. 

Recommendations 

The Caucus strongly urges Congress to build on the modest initiatives 
incorporated into the 1988 reauthorization of Title VII by adopting the provisions 
contained in the legislation introduced by Senator Harkin and Representative Bruce. 
These provisions would target Federal support to those allied health fields or specialties 
that are experiencing the most severe personnel shortages. The legislation would also 
seek to meet the future needs of the nation's aging population and those vrith disabilities 
by directing support to those fields which play a significant role in the care and 
rehabilitation of the elderly or disabled. The proposals will assist in expanding existing 
allied health education programs and in the aeation of new programs, will address the 
shortage of qualified faculty, and will provide incentives for attracting individuals into 
key allied health professions. 

The specific provisions of S. 694/H.R 1466 are as follows: 

Allied Health Project Grants - This sedion would authorize the Secretary of H.H.S. to 
make grants and enter into contracts with schools of allied health to assist in the 
improvement and expansion of education programs and faculty resources and to assist in 
the recruitment of individuals into allied health professions. The Secretary is required 
to direct 75 percent of the funds to support programs in those fields or specialties that 
have substantial shortages and play a significant role in the rehabilitation of elderly 
persons or individuals with disabilities. Authorization levels under this section would be 
$7 million in fiscal year 1992, $9 million in FY *93 and $11 million in FY *94. 

Tralneeshlps for Advanced Training - This section would authorize grants to schools of 
allied health to assist them in the development and operation of post-graduate programs 
for the advanced specialty training of allied health professionals who plan to teach and 
to provide assistance to post-graduate students in the form of traineeships or fellowships. 
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Support under this section would be directed to those fields or specialties that have 
significant shortages, insufficient numbers of faculty, and a sigtiiflcant role in the care 
and rehabilitation of elderly persons or individuals with disabilities. Authorization levels 
proposed are $7 million in fiscal year 1992, $9 million in FY *93 and $11 million iu FY 
*94. 

Entry Level Student Tralneeshlps • This section would authorize grants to schools of 
allied health to assist students in meeting the costs of entry level education, with 75 
percent of the funds targeted to fields or specialties having the most significant shortages 
and a significant role in the care and rehabilitation of the elderly persons or individuals 
with disabilities. Authorization levels for this section are $10 million in fiscal year 1992, 
$12 million in *93 and $14 million in FY *94. 

Advisory Council on Allied Health - The legislation would establish a new Advisory 
""ouncil to provide advice and recommendations to the Secretai-y of H.H.S. and the 
Congress on polir^ matters relating to the education and training of allied health 
professionals. 
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THE- UNIVERblTV Oh NORTH CAROLINA 



AT 

tHAPM HIl.L 



Lb-^ '1(1. r, ^.W lif MnikiiK 



June 14, 1991 



The Honorable Henry A. Waxman 
Chaitman, Subcosiiuittae on Health 

and the Environnent 
2413 Kayburn Houhc Office Building 
Washington, DC 20515 

Dear Kr. Wax^tan: 

Op behalf of the Directors of Area Health Education center (A>IEC) 
Projects servinc/ 34 status, I sending this etatement for the 
record to you as Chairman of the Subcomwittee on Health and the 
Environment. The statenent includee two requests relative to the 
future of the National AHEC Program a i the Health Education and 
Training Center (HETC) Program. EiTMl we ask that the National 
AHKC Program and the HETC Program be maintained through the 
reauthorization of Title 7 of the Public Health Service Act. 
jSasflndi we ask that Modifications toe ttiade in the authorization 
xevels of both Programs and that a new type of AHEC be addrd to 
V.lio authority. These new AHECs would be called "state-supported 
AHECe" to indicate that their Burvival has withstood the 
tttrmination of federal AHEC funding by virtue of stable ctate and 
local funding but that they can continue to serve federal goals 
for improved access to health care for undersorved populations 
through the continued av&tlabjilty of Rodeot levels of federal 
funds through a siatching arrnngisiaent. 



Th» AliEC concept w«?5 set forth by the Carnegie Cummission in its 
1070 Report, "Higher Education and the Nation's Health.*' Facing 
6<>riouB erosion in the ability of our nation's rural and inner 
city communities to recruit, retain^ and keep physicians £ir.d 
other health professionala up-to-date, AHEC was proposed as a new 
type of tflSifiDftl education And training center that would link 
university health sciem-re centers with undorsorved communities in 
order to improve acceas to health care cervices. Prior to the 
creation of AHECs, outreach by university he**lth sciencn renters 
to communities resembled the many spohos on a wheel. It uas 
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apparant that thia typa of outraach was inafficiant and of 
liaitad capacity coniildarlng the graat nuabar of undarserved 
conunitias that could banafit froM profaasional devalopmant 
activitiaa in aaaociation with tha univaraity. 

AHECa hava drastically altarad tha capacity for univaraity 
outraach to undaraarvad coMMunitiaa on a national scala. Insofar 
a ona univaraity haalth scianca cantar My work with fiva or 
■era regional canters (AHECa) and inaofar as each AHEC worka with 
cowaunitiae in several rural counties or inner city 
neighborhoods, it can be ehovn that the National AHEC Prograa has 
brought education and training programs to rural and inner city 
con«uni11es throughout the nation. Many of theae cowiunitiao are 
in aoae of tha aoat undereerved parta of our nation ranging fron 
tha Mexican border, to the Caribbean Basin, to frontier areas, to 
Appalachia, to the inner city araaa of Cleveland, Atlanta, Boston 
and Miami, and to the vast reaches of Alaska and northern Maine. 

AHECs are corporate entities based in couunitias that are 
geographically distant froa the unlveralty health science center. 
Most are also adeinietratively separate froa universities and 
negotiate relationships between both the univeraity and coaaunity 
service agencies to bring educational prograas to the coaaunity. 
Education and training proqraas cover the continuum of the 
educational process for all types of health professionals and 
support peraonnel. Programs encoapaes allied health 
(e.g., physical therapy, occupational therapy, laboratory 
technology, etc.), dentistry, aedicine (both allopathic and 
osteopathic), aental health, nursing, pharmacy, public health, 
social work, etc. 



AHEC AcCQanltahaents 

Programs are conducted in the following categories: 

1. Ht^RltM Sci ennp Student-. Rotations 

- Many thousands of aedical, nursing, and health science 
students are rotatad froa universities to community 
settings each year. Thase rotations expose students to 
community practica, to primary cars, and to community 
practitioners. Since 1972, a generation of students 
has hqd the opportunity to broaden its educational 
baee, to become involved in interdisciplinary curricula 
and to observe coaaunity practice because of AHEC. 
Several states hava data to show that thesa activities 
have baen associated with an increased retention of 
students in their states and, specifically, in 
underserved areas. 




o M 



352 



3 

2. Intarn« and RflBidentB 

- Thousands of interns and residents have also benefitted 
from training in AHEC settings* Sone, such as those in 
Arkansas and North Carolina, have received their entire 
training in AHECb. In other states, residents have 
rotated froa university hospitals to comsunity 
hospitals^ cosununity health centers^ public health 
departments, and/or private practitioners* offices for 
parts of their training. 

Since these internships and residencies are largely in 
the primary care fields of family practice, internal 
medicine^ pediatrics^ and obstetrics-gynecology ^ the 
National AHEC Program has been a mainstay in the 
federal strategy not only to increase the number of 
primary care physicians but to increase the likelihood 
that they will settle in underserved communities* In 
North Carolina, for example^ for the 177 physicians who 
did a primary care residency in an AHEC between 1977- 
1988 and who also attended medical school in North 
Carolina, 84 percent (149) are practicing in the state 
and about 40 percent originally settled in touns of 
under 10,000 people* This typt.^ of accomplishment helps 
make the case that AHEC has been responsive to its 
Congressional mandate* 

3* Off-canpua Degrees 

- While traditional AHEC activities include the rotation 
of university-based students to community settings, it 
is clear that there are many health practitioners 
already at work In underserved communities who would 
like to increase their level of education and tx lining 
but who are not able to leave th«tir jobs and families 
to obtain a higher level degree through studies at a 
distant university campus* This situation is tragic 
both for the individual and for the community which 
does not gain the benefit of the higher level of 
servicQB the practitioner could provide. 

AHEC has helped overcome this dilemma by bringing 
university degree-granting programs to community 
settings. Each day, faculty in different parts of the 
country travel to AHEC sites to conduct classes that 
offer the same degree that is offered to on-campus 
students. For example, nursing faculty might travel to 
an AHEC eite one day per week over three yearp in order 
to teach a cohort of 30 practicing nurnes cone from 
a variety of community hospitals, public heolth 
departments, community health centers, public nchocXs, 
and nursing homes and who receive their b&ccalaureate 
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degree in nursing attmr thrta years of ons-day-per-week 
study at tho AHEC. Th« nursss nevsr Isavs their jobs 
or their faailies* The comunity is enriched even as 
the iiniversity has taken another step to become a 
university without walls* 

Corttinuin q Kducation 

- One of the challenges facing our underserved 
cosuiunities is that of helping to keep practitioners up 
to d&te with the latest in aedical infomation and 
technology. AHEC helps couunities accomplish rhis. 
Each day, AHECs throughout the nation conduct hundreds 
of formally organized and professional credit bearing 
continuing education programs for all types of health 
practitioners throughout their servicf» regions* While 
we have no accurate head counts, we estimate that there 
are at least one million participants in these 
continuirg education activities each year. Insofar as 
AHECs conduct these programs both at the AHEC site and 
in communities throughout their service areas, the 
National AHEC Program can demonstrate that thousands of 
counties actually have AHEC programs conducted in them 
each year* These programs reflect AHECs ability to 
respond to current health issues and needs such as 
AIDS, infant mortality, health promotion/disease 
prevention, aging, substance abuse and to assist with 
the rapid dissemination of the latest in research 
findings from NIH funded research* The demonstrated 
level of disciplinary and interdisciplinary programming 
suggests that AHEC may well be on its way to becoming 
one of the major mechanisms for transferring newly 
discovered infomation to practitioners throughout the 
nation* 

These activitiee help not only to keep practitioners 
up-to-date but also serve as an important form of 
professional stimulation for practitioners who would 
otherwise be isolated. It can reasonably be expected 
that the presence of these educational programs can 
help in the recruitment of practitioners to underserved 
areas and in their retention once they have set up 
practice in an underserved community. Certainly, they 
also help keep practitioners up-to-date with the latest 
medical information* 

Technical Assistance 

- While it is relatively easy to demonstrate that AHECS 
have b<9en involved in the training of students &nd 
residents and in the provision of continuing education 
programs, it is more difficult to demonstrate another 
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important activity of the AHECs. This activity is the 
provision of technical aesistance or professional 
support services to practitioners in underserved 
communities. Thousands of AHBC-based faculty and staff 
have direct comnunication with praotitioners in 
underserved comaunities on a daily basis. These 
contacts often result in the provision of 
individualized consultative services that help 
practitioners with their daily problens. For exanple, 
in many parts of our nation, nursing directors of small 
hospitals are chosen from the ranks of practicing 
nurses who have done a good job of clinical nursing in 
their hospital. Regrettably, most of these new nursing 
service directors receive very little in the vay of 
training on how to nake the transition from clinical 
nurse to administrative nurse. As a result, they often 
do ft poor job of administration and often resign in 
frustration. 

AHEC not only helps such nurses through formal 
continuing education programs on nursing management and 
administration, but, more importantly, brings nurse 
consultants to the community hospital or service agency 
to help the new nursing director with her specific 
needs. This help might include having consultants who 
describe how to develop a budget, how to develop a 
staffing plan, how to recruit new nurses, how to 
improve in-service education programs, etc. While it 
is impossible to quantify the extent of these services 
that are provided throughout the nation on a daily 
basis, testimony from practitioners who receive them 
indicate that such services are vital to their 
existence and to their retention in their current 
practice location. Through these mechanisms, the AHEIC 
Program contributes both to the q\iality and to the 
distribution of health services in underserved 
communities. 

Minority Manpower Development 

One of the special facets in our concern for the 
geographic distribution of primary care health manpower 
relates to the inadequate number of minority citizens 
who have chosen careers as health professionals, one 
major focus of AHEC projects throughout the nation has 
been to increase the number of native Americans, Afro- 
Americans, Hispanic Americans, and other minorities in 
health careers. 

AHEC projects routinely conduct programs that reach 
students at the junior and senior high school levels as 
well as mid-career persons to encourage them to 
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consider health careers. Host of theso programs focus 
on the minority population. AHECs conduct health 
fairs, sumner health careers camps, ••shadowing" 
experiences whereby minority students get to follow 
practitioners during their daily routines, and other 
activities* Many AHECs run programs that help train 
high school guidance counselors and health occupation 
teachers so they nay better orient and recruit students 
to herlth careers. Other AHECs have developed health 
careers reference manuals and other educational 
materials for recruitment to the health professions. 

In addition, several AHECs work with their affiliated 
health science schools to conduct programs that 
increase the retention of minority students once they 
have enrolled in a health science school. Many AHECs 
also target recruitment activities toward minority 
students at the time of their graduation from health 
science schools in order to encourage them to practice 
in communities in AHEC regions. Testimony has been 
received from throughout the country from consumer 
action groups as well as from academic ;roups attesting 
to the quality and to the importance of these minority 
health career development programs conducted by AHECs 
throughout the nation. 

l \prary and Inform ation Services 

The AHEC Program works because It is a bridge between 
the academic community and both the rural and 
underserved inner city communities through an 
intermediary organization called the Area Health 
Education Center. Communication and information 
exchange are the hallmarks of a successful AHEC 
Project. Communication takes many forms and includes 
regular visits by faculty to community settings, by 
students who study in community settings, and by 
community practitioners who visit the academic centers 
in order to bring the realities of the Work place to 
the classroom. 

A\)other kind of communication relates to the flow of 
information that derives from the latest findincjs in 
medical and health services research. Libraries and 
their associated information services networks have 
been developed by many AHECs throughout the nation and 
have become the essential underpinning of AHECs work. 
Major library networks linking underserved communities 
with AHEC libraries and subsequently with the major 
libraries of the affiliated academic health science 
center and through them with the National Library of 
M<^dicine have been developed. In several states. 
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conputer linkages have been foraed between AHEC 
libraries and the libraries in snaller hospitalsi 
public health departmentSr nental health centers, 
practitioner offices, and other service delivery sites 
throughout the regions. 

Literally hundreds of thousands of infomation 
exchanges in the fom of inter-library loans, nedical 
literature searches, etc., take place on a daily basis. 
No longer are practitioners in underserved areas 
isolated from up~to-data inforaation. As was noted in 
the description of continuing education activities, the 
AHEC library and infomation services networks are 
najor conduits for coanunicating the latest information 
concerning health care services and technology to 
practitioners. In turn, these services help lessen 
professional isolation and nake it nuch more likely 
that underserved communities can recruit, retain, and 
keep health care practitioners of all types up-to-date. 



Aii££i Re-authorizing a Kational Resource 



Thosr. who are associated with the National AHEC Program believe 
that the many activities and accomplishments outlined above 
indicate that AHECs have become a national resource for linking 
academic centers with underserved communities through regional 
education and training centers. But the accomplishments of AHEC 
do not reside solely in the program activities already described. 

The broad social goal of AHEC Is to improve the distribution of 
primary care practitioners in underserved communities, and at the 
same time, to increase the quality of their practice. Data exist 
in several states which show that improvements have been made in 
the distribution primary care practitJ ^ners in underserved 
communities served by AHEC activities. In addition, some data 
exist to indicate that the quality of health care services has 
been improved through activities associated with the AHEC 
Program. 

Regrettably, improvement in complex sociel conditions such as the 
geographic distribution of health practitioners is nothing that 
is *«solved overnight and for all time'*. Regular attention to 
such conditions is needed if our underserved communities are not 
only to recruit practitioners but to retain then over time. 
There will always be an "ebb and flow" in the number of 
practitioners in any particular underserved area. For this 
reason, communities will forever need to give attention to the 
quality of the professional practice environment and to the 
recruitment and retention of practitioners within that 
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envlrorment. Inmotm^ urn tikis i« likely to b« • long frm 
■trugglt^ ••ptoitlly in vi«iv of thm <i«olining tcorknaio baso of 
rural and iuntr city Aatriott, thm network of xvmm K^tlth 
Bduontion Cttnttrt that hmm baan craated throughout thm united 
States of Aaariaa auat be viewed aa e netionex r^souroe thet nuet 
be protected and nurtured in order to oontinuounly provide 
underaerved oommunitiea witli a meesure of aneintanci} previously 
unknown to theB« In fact* even in face of the Bi*rr,ng support 
given by the tedcral government to community heailh center*;, the 
National Health Service Corp?*, primary care training programs and 
AHEC during the past five years^ there has been, following a 
decade of progress^ f» recent decline in the supply of primary 
care practitioners in rural *nd inner city areas« Many observers 
believe the decline would have been substantially greater had it 
not been for the activities of primary care training programs, 
the National Health Service Corps ^ the community health centers 
and the Area Health Education Centers Program. 

Biased on the belief that the National AHEC Program has become a 
national resource and that this resource must be continued over 
tlae, just as the federal government has supported community 
health centers in underserved Communities over time^ the 
following suggestions are offered relative to the reauthorization 
of the National AHEC Program and the HETC Program through Title 7 
of the Public Health Service Act. These suggestions have the 
support of the MIEC Project Directors from throughout the nation. 
They are offered in fot^r categories; 

1. The Basic AHEC Program 

2. The HETC Program 

3. •*State-Funded»* AHECs - a new type of AHEC 

4. Reauthorization Levels 

1' The i)asic AHEC Program 

The Basic AHEC Program, as currently authorized in Title 7, 
shoulcf be reauthorized to allow for continuation of three 
typea of projects, (a) New Starts, (b) Completion of 
Existiv\g Obligations, and (c) Special Initiatives. Within 
each ot' these we have some specific suggestions. 

(a) We\/ Starts 

While medical schools in a few states may still bid for 
new AHEC Projects, it is expected that within the next 
threes to five years most states will have already 
gotten into AHEC activities. While the reauthorization 
should continue to allow for new starts it seems 
reasonable to have the long term funding of AHEC 
recognize the i&ct that fewer new projects will be 
forthcoming. 
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(b) CQntinuat lon of Exist ino Qbliaationg 

The Secretary has existing obligations to AHEC Projects 
in several states. The reauthorization roust allow for 
the coDipletlon of these projects » We suggest ^ however » 
that the statute be changed to allow each center within 
a given project to have a roaxl»uin of six years of 
federal "start-up" funding, eliminating the current 
policy that allows a raaxiiaum of ninH years for a given 
project regardloss of when it brings Its various 
centers on-line. 

At the same time we support making matching 
requirements more stringent so that projects must show 
a $1.00 match for each $1.00 federal by the seventh 
year of the project. 

(c) Specia], Ini tiatives 

This is a aaall but inoraasingly critical part of the 
AHEC authority. It allows AHEC Projects that (i) have 
completed their multi-year cycle of federal funding and 
(ii) continue to exist through state and local funds to 
bid competitively for snail federal AHEC grants over a 
one to two year basis. These grants allow the federal 
government to continue to use the many AHEC networks it 
has BO carefully developed in order to have theso 
networks continue to meet federal goals for their 
target communities. 

The Special Initiative Authority has stimulated many 
excellent activities that have contributed to improved 
access to primary care services for many und<9rse rved 
population groups. In most Instances these modest 
federal AHEC grants have been substantially enhanced by 
their ability to mobilize local and state AHEC 
resources to work together to help meet the federal 
objectives. 

The Special Initi:)tive Authority is facing a serious 
challenge, however. Each year, more AHEC Projects 
complete their cycle of federal funding and become 
eligible for Special Initiative funding. In a few 
years there will be more projects in this category than 
there will be projects that receive federal funding. 
It would be tragic for the federal governr<ent to ignore 
the potential fhese AHEC networks offer to meet federal 
goals. 

As an example of the unused potential facing the 
federal government, we understand that in the most 
recent cycle of federal reviews of Special Initiatives 
there were about $1.83 million of Special Initiative 
proposals that were approved but unfunUed. These 
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approved proposals would hava allowed several AHBC 
Projects to continue to address federal goals for 
increased access to health care services for 
underserved populationsi but now these potential 
projects lie doraant* 

Therefore, we urge that the AHEC reauthorization raise 
the authority for Special Initiative to 20 percent of 
the funds appropriated for AKBC or to higher percentage 
levels if the concept of **state-Bupported AHBCs** is not 
authorized (see «4 below). 



2. Tha HgPC ProoraB 

We believe the HETC PrograB should continue in its 
established foraat but we would favor that each HETC Project 
require the participation of a School of Public Health if 
one exists in the HETC service region and if the School 
desires to participate* 

3* State-BUPPftrtad AHEC«s fl nW tYM tft AHEC 

The first part of this atateeent was designed to show that 
the National AW:c Prograe has resulted in the creation of 
AHEC networks in several states that have resulted in a 
dramatic increaee in the number of nedical and health 
professions education prograns taking place in rural and 
inner city areas* Further, the stateaent has eade reference 
to tha fact that AHEC networks have contributed to the 
improved geographic distribution and quality of priuar^ care 
services* 

What has net been explicitly Jtated in the way of an AHEC 
accomplishment is that many states and co«aunities have 
committed substantial resources to their AHEC projects in 
response to the catalytic effect of fef'.eral AHEC funds. For 
the 21 projects currently receiving fi:deral AHEC funding 
from the current appropriation of about $13 million, there 
is a state/local match that ranges from 25-84 percent for 
the various projects. For the 15 projects that no longer 
receive federal AHEC funding tiiare is a wide range of 
state/ local support. 

The continuation of many AHEC Projects through state/local 
funding confirms the value of the AlIEC projects to the 
communities thsy serve. It also shows that the federal 
government has the opportunity to capit^liie on the 
existence of these projects in order to hnve them continue 
to meet federal goals. 

e The "State-supported AHEC** authority should allow the 



federal government to continue to support AHEC projects 
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with matching funds that would provide $1*00 federal 
for every $1*00 state not to exceed $250,000 per AHEC 
Bite or $2 million per state, which ever is less. 

e Through this ttechanisn the fe<)eral government would 
acquire thv leverage to have established AHEC networks 
continue to be responsive to federal goals relative to 
access tc health care eervicee in undereerved areas. 
Federal iupport would also give AHEC projects the added 
leveragi to assure that statee increaee, or at least 
aaintdia, their level of couiitaent to AHEC. 

e As notf d earlier, ineofar as the problem of access to 
health care in underserved areas requires long term 
focused attention and insofar as the activities of AHEC 
are one inportant piece of the solution to the problen 
it is important to recognize the need to continue to 
build upon the AHEC networks so carefully developed by 
the federal government. With tine it would be exciting 
to see a nationwide network of A]iECs that have a long 
term obligation to addrese the needs for an equitable 
distribution of primary care services and for the 
disseoination of the latest medical information to 
practitioners while maintaining a focus on the special 
needs of the minority population* The **Stato-supported 
AHEC" concept would allow this to happen* 

4. Reauthorization lAvela 

The AHEC Project Directors believe that the following levels 
of authorization can be justified by virtue of the 
accomplishments and the potential of the National AHEC 
Program and the National HETC Program. 



A. Pasic AHEC 



The following diepXey of deoreesed funding of the 
Baeio AHBC Authority it poeeible only if the 
8Ub§squent propoeel for "Btste-supported ARXCe" in 
ites B is euthorieed* The decremental funding 
proposal should be able to cover existing 
obligations to AHEC Projects while also 
recognizing the smaller number of new starts that 
are expected in coning years. Special initiative 
funding should be increased to 20 percent per 
year* 
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- special initiativ* funding should be increased to 
20 percent in each year 

B. State^SUDDorted AHEC 



C. UBIC 
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$18 


Billion 



jts-^or Concern 

It the Above itea B, **Stete«eupported IHBCm, is not euthoriied 
then the Besio AHBC Authority Bust not deoreese es shovn above, 
ftattaer, it should be increased at an inoreaental rate over the 
next three years until ths ••state* supported Anc^ can be 
authoriied. At the ssbs tise, the •paoial Initiative Authority 
should also inorease above SO peresBt in Moderate inoreaents eaah 
year so as to have the net aaouat of the Basic AHIC Authority 
that is available to nev starts and continuing obligations 
roughly equal the dearoBental proposal above. The added 
inoreaents for Bpeoial Initiative runding recogniie the 
inoreaaiag auaber of AHIC Projects that vill be eligible for 
fpeoial Initiative Funding in the ooaing years. The added 
increaents vill allov these projects to continue to address 
national nseds for iaproved access to health care in underserved 
areas* 

Thank you for your willingness to consider the Bany points in 
this letter. We have been appreciative of the support you and 
he SubcoBBittee have given us in the past. We believe we have 
f.afilled the aandate given to ua by The Congress and we look 
forward to continuing to have our AHEC networks neet national 
goals relative to access to care in underserved areas. 

Sincerely, 

Eugene 5. Mayer, M.D* 

Associate Dean 

AHEC Progran Director 

(Chairman, National AHEC Directors • Legislative COBBittee) 
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STATEMENT OF THE 
SOCIETY OF GENERAL INTERNAL MEDICINE 
TO THE 

SUBCOMMITTEE ON HEALTH AND THE ENVIRONMENT 
HOUSE ENERGY AND COMMERCE COMMITTEE 
JUNE 13, 1991 

The Society of General Internal Medicine (SGIM), a national organization 
committed to promoting improved patient care, teaching, and research in primary 
care general internal medicine, is pleased to make its recommendations concerning 
the reauthorization of Title VII of the Public Health Service Act. We are 
particularly concerned with Section 784, the General Internal Medicine and 
Pediatrics program. 

We are grateful for the strong support for primary care training programs 
which the Health and Environment Subcommittee has shown through the establishment 
and regular reauthorization of Title VII programs. Without this Committee's 
long-standing support^ many primary care training programs across the country 
would not exist, and the United St es would be facing an even larger deficit of 
general internists, pediatricians, and family practitioners than we are currently 
experiencing. 

Although there was increasing concern during the early 1980's that this 
country would soon have an overall surplus of physicians, it has instead become 
increasingly obvious that, regardless of the total number of physicians, we havo 
a serious dearth of primary care doctors. A study sponsored by the Health 
ftesourcer, and Services Administration (HRSA) in 1990 found that a mismatch exists 
b£.:.ween the proportion of primary care physicians needed (about 70%) and the 
pv'oportion in practice (about 30%). We are, therefore, particularly concerned 
that in its annual survey of graduatirg medical students, the Association of 
American ^^i^<J1cal Colleges has found a decline s^nce 1988 in the number choosing 



363 



primary care careers, Moreover, in the 1991 National Resident Matching Program, 
147 fewer U.S. medical school seniors matched than last year, with only 51% of 
the primary care positions filled. 

In light of its own data on the primary care physician deficit and 
repeatadly acknowledged concern about medically underserved populations, 
particularly \u rural areas, it is surprising that the Administration has not 
recommended vsauthorization of the primary care residency training programs in 
Title VII. 

These programs are now more vital to the country than ever as we consider 
the future of our health care system. When the Title VII programs were 
established more than a decade ago, there was little attention paid to the need 
for 3 r(fstructured health system. Today, however, those concerned with health 
care policy recognize the need for basic changes in a system which, despite its 
quality and technological advances, still fails to be accessible or affordable 
to millions of Americans. Whatever modifications we adopt for our system of 
care, we will need to train more, not fewer, primary care physicians to serve as 
the principal source of medical care. 

Not only do primary care programs train the physicians we need to meet 
supply shortages, but they also provide the specific skills which are critical 
to meeting one of the challenges of the high cost of health care. We in general 
internal medicine, as do all primary care specialties, teach cost-effective 
medical practice to our interns and residents. When hospitalization is required, 
our students learn that facilitating the patient's speedy return to independence 
is the responsibility of the cost efficient primary care doctor. 

Over the past several years, there has been a national recognition that 
hospital care is exviv,..:1ve, and most of this care can be better provided in other 
settings. Medical care is being moved out of hospitals, and primary care 
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training programs make this change to lower cost settings possible. In general 
internal medicine training, our residents spend from 20 to 25% of their time in 
ambulatory settings such as community health centers, ambulatory care clinics, 
physicians* offices, shelters for the homtjiess, and making house calls. 

In all such programs, residents work side by side with skilled faculty 
preceptors who not only supervise their practice experience and case management, 
but also serve as role models. These preceptors demonstrate to young physicians 
that a career in primary care can be rewarding and intellectually challenging. 
Through such training, residents become familiar with the community and become 
knowledgeable about its characteristics and problems. Ilithout physicians trained 
in this manner, we will not be able to meet the crises, such as rising infant 
mortality, drug and alcohol addiction, AIDS epidemic, and the growing need for 
geriatric care. These problems must all be solved within the community more than 
in the inpatient or nursing home setting. 

Medical students also benefit greatly from community-based training. 
Studies indicate that positive, rewarding clerkship experiences for third and 
fourth year students are important determinants for their ultimate career 
choices. Primary care clerkships which provide for closely supervised 
experiences under preceptors in both hospital and community practice settings 
vitally influence medical student career choices in primary care. 

SGIM recommends that this authorization legislation include language 
supporting pre-doctoral ambulatory training for medical students in general 
internal medicine and general pediatrics. Similar language exists in the current 
legislation for fami ly medicine and has been successful. We recommend that these 
pre-doctoral clerkship? in genera^ internal medicine and general pediatrics be 
funded at $2 million for FY 1992, $3 million for FY 1993, and $4 million for FY 
1994. 
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Why should the Federal Government support primary care residency training 
when It does not similarly target funds for other medical specialties? The 
answers are clear: no other specialty faces such a profound physician shortage 
with such potential negative Impact on our communities. Moreover, loss of 
Federal funding cannot be made up by medical schools or hospitals. Although 
primary care medicine itself Is cost-effective for society, the training of 
residents In outpatient care Is expensive, with no mechanism at present for the 
teaching institution to recover these costs. Without Federal support, many of 
these training programs would be either greatly limited or even terminated. 

We are concerned that the Committee Is considering the inclusion of HR 2231 
In the reauthorization for Title VII residency training programs In general 
internal medicine and general pediatrics. This bill has been Introduced by 
Representative Jim Cooper. It would prohibit Institutions from receiving Title 
VII training funds for general Internal medicine or pediatric residency programs 
If they do not have clinical instruction programs In family medicine. 

SGIM is strongly opposed to this provision for the following four reasons: 
The average Title VII grant of $120,000 per hospital-based residency 
training program in internal medicine or pediatrics will have no 
Influence on decisions regarding the development of departments of 
family medicine at the affiliated medical schools. 
Family oriented training is a well-established part of primary care 
curricula In the primary care residency programs of general Internal 
medicine and general pediatrics. 

This stipulation will reduce the total number of primary care 
training programs in the nation and could eliminate some of the most 
successful primary care residency and faculty development programs 
In general internal medicine and general pediatrics. 
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4. This provision would set a precedent of the Federal Government 
determining medical education curriculum. 

During the process of reauthorization this year, a very cordial 
collaboration has been developed among the representatives o' the societies 
mentioned above and also the American Academy of family Physicians, the American 
College of Physicians, the Association of American Medical Colleges, and tl:e 
Association of Professors of Medicine. Given the primary care crisis, it is 
vitally importan. that this collaboration continue. The legislation proposed by 
Representative Cooper will seriously complicate such collaboration and therefore 
SGIM opposes it for all of the reasons listed. 

SGIM is in no way opposed to family medicine training. Indeed. SGIM has 
been collaborating closely with leaders from family medicine Leaders from the 
three primary care disciplines have been collaborating closely for a number of 
years. This collaboration has resulted in the creation of a joint certifying 
examination in geriatrics, in collaborative programs for faculty development, nd 
in joint participation at the Annual Meetings of three primary care societies 
(the Society of General Internal Medicine, the Society of Teachers of Family 
Medicine, and the Ambulatory Pediatric Association). This collaboration has not 
only strengthened general internal medicine and general pediatrics, but it has 
also strengthened departments of family medicine. 

SGIM is also concerned about a proposal advanced by the Administration to 
phase out the HEAL loan programs. We are strongly conimitted to the principle 
that America's physicians should be drawn from all sectors of the population. 
This principle was articulated by John Mill is in his report entitle'i "A Rational 
Public Policy for Medical Education and its Financing", in 1971. While the HEAL 
loans are the loans of last resort because of their high interest rates and 
payment requirements, these loans do make it possible for bright students from 



ERIC ^ ' I 



367 

-6- 

all socio-economic backgrounds to attend medical school. Unless expanded funds, 
or new programs are Initiated, cancellation of this loan program will limit 
careers In medicine to Individuals from middle and upper class economic 
backgrounds. SGIM believes that all qualified students regardless of their 
families' incomes should be able to pursue medical careers. The Federal 
Government should be expanding financial aid alternatives, not eliminating them. 

The Federal Government and the Institutions training the next generation 
of health professionals must continue the partnership to reduce the 'deficit of 
primary care physicians and meet the health care needs of our local communities. 
Although achieving this will entail an Increased financial commitment, we are not 
asking Congress in this period of limited financial resources to assume a 
disproportionate share of the cost of achieving our mutual goal . Over the life 
of the reauthorization we seek a $16 million Increase, $9 million of the Increase 
to fund a new pre-doctoral clerkship program as mentioned. Specifically, we 
request the Committee to authorize the following levels: for FY 1992 — $27 
million; FY 1993 $31 million; FY 1994 - $36 million. We strongly believe 
that the goal to meet the national primary care shortage justifies this moderate 
Increase In general internal medicine and general pediatrics funding, and we 
respectfully urge the Subcommittee to adopt these authorization levels. 
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Statement of 
the 

Society of Nuclear Medicine Technologist Section 

The Society of Nuclear Medicine Technologist Section strongly supports the reauthorization 
of Title VII of the Public Health Service Act and appropriations necessary to revitalize 
essential training programs for the allied health professions. The Society of Nuclear 
Medicine is a scientific organization of over 10,000 members, including 5,000 members of 
the Technologist Section. 

Nuclear medicine is the medical specialty that uses small amounts of radioactive materials 
for diagnostic and therapeutic procedures. There are approximately 10 million diagnostic 
nuclear medicine procedures performed annually in the United States. One of every three 
hospital inpatients is likely to undergo a nuclear medicine procedure. The nuclear medicine 
technologist (NMT), under th( supervision of a physician, directs or participates in the daily 
operation of the nuclear medicine department. The responsibilities of the NMT are varied 
and include: preparing and administering radiopharmaceuticals; positioning patients for 
imaging procedures; interacting with patients; operating nuclear medicine equipment; 
maintaining radiation safety; analyzing biologic specimens; computer data analysis and 
perfonning quality control measurements. 

The decline in ihe number of allied health professionals, compounded by an increased 
demand, has created a crisis situation in the American health care system that threatens 
access to quality medical care. This crisis is also apparent in the field of nuclear medicine 
as hospitals and training programs have been unable to achieve their goals i i recruitment 
and rc*ention efforts for qualified nuclear medicine technologists at a critical time when the 
available technology has greatly enhanced diagnostic and therapeutic capabilities. 
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According to statistics from the Joint Review Committee on Educational Programs in 
Nuclear Medicine Technology, for the academic year 1988 - 1989, the enrollment was 
approximately 73% of student capacity. Data for 1990 from the Committee on Allied 
Health Education and Accreditation indicates that there are 1 10 accredited nuclear medicine 
technology programs, a decrease of 22% from 1985. The Nuclear Medicine Technology 
Certification Board (NMTCB) reported that for the period 1985 - 90 there has been an 18% 
decrease in the number of applicants taking and passing its examination. Ultimately, 
decreases in enrollees and prospective examinees result in fewer practitioners. 

In 1987, the Technologist Section conducted a survey of the directors of departments of 
nuclear medicine to determine the impact of the Prospective Payment System (PPS) on the 
delivery of nuclear medicine services. Over 34% of the respondents required more than 
three months to fill a technologist position. Forty-three percent (43%) of the respondents 
indic&te<.i that there had been a decrease in the supply of nuclear medicine technologists in 
their area. In regard to the pcrcepwon of the supply of nuclear medicine technologists in 
their geographic area, 57% of the respondents perceived a shortage as compared to 19% 
in 1984 in the Technologist Section's Human Resource Survey. Similar responses are 
reflected in ♦he American Hospital Association's (AHA) 1989 Survey of Human Resources. 
According to the AHA survey, the full-time vacancy rate for nuclear medicine technologists 
is 8.9%; seven percent is the baseline used in the survey to define a shortage. It is 
interesting to note that the U. S. Labor Department projected a 30% increase in jobs in the 
U. S. between 1988 and 2000 for nuclear medicine technologists. 
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Since the advent of the Prospective Payment System in 1983, cost control has become a 
decisive factor in hospital management. These changes in reimbursement and a shift in 
utilization from inpatient to outpatient diagnostic imaging centers have contributed to the 
shortage of qualified nuclear medicine technologisb with the closing of hospital based 
training programs which arc recorded as non-revenue producing. Technological advances 
have resulted in an increase in the types and complexity of diagnostic imaging procedures 
being performed. Nuclear medicine exams are cost effective diagnostic tests and are 
expected to be utilized even more in the future, given the cost control initiatives implement- 
ed by health care providers and insurers. 

The Society of Nuclear Medicine Technologist Section has been active in developing and 
implementing recruitment strategies that promote and market nuclear medicine technology 
as a career through public relations activities and the development of scholarship funds. 
However, Federal assistance is necessary to aid individual educational prograuis in 
implementing their own recruitment efforts. In addition, Federal assistance is needed to 
help nuclear medicine schools recruit and retain qualified faculty. The Technologist Section 
is offering assistance in this area by sponsoring workshops each year for educators, focusing 
on topics such as clinical evaluation, curriculum development, and faculty development and 
retention. 



As quality of care and access to heahh care are dominant themes in the heahh care delivery 
system, consid«*.ration must be given to the implications of the decreased number of nuclear 
medicine technologists. Specifically, as the patient population ages, more nuclear medicine 
procedures wilt be performed to detect cancer, neurological diseases and cardiac diseases. 

3 



ERLC 



371 



I- 



Significant in)t)!ications in the clinical applications of radioisotope imaging have evolved in 
the last dM<\<i us a result of new indications for established radiopharmaceutical procedureSi 
the ret'inenieiit of imaging modalities and the approval of new radiopharmaceuticals, NMTs 
will require additional training in order to perform the more complex procedures. The 
current shortage of NMTs aggravates this problem, and if allowed to persist, will severely 
curtail the provision of critical mcdicjal services. 

The Technologist Section is gravely concerned about the declining applicant pvX)l of qualified 
nuclear medicine technologists. We fully support the recommendations of the American 
Society of Allied Health Professions ( ASAHP) for fiscal year 1992 to reauthorize and amend 
Title VII of the Public Health Service Act: 

a Entry-level education traineeships ($12 million) >- grants to educational 
programs to assist students in meeting the costs of entry-level education; 

m Advanced-level traineeships ($12 million) - grants to training centers for 
doctoral programs and traineeships to doctoral or post-doctoral students; 

■ Grants and Contracts ($12 million) -- comprehensive program to benefit 
academic and clinical research initiatives; 

■ A lied Health Research ($20 million) - support for innovative research 
projects, including projects to clo^velop the basis for practice in allied iieaUh 
professions; 

m Co)i>) nlijsion on Ailicd Health ($1.5 .million); 
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n AJ)icd health data system ($5 million) create a comprehensive and uniform 
n&donal database to monitor trends in allied health manpower and education 
and to make projections on allied health requirements in the hiturs; 

■ Division of Allied Health within the Bureau of Health Professions (5 full-time 
equivalent personnel) - in conjunction wi;h the Commission on Allied 
Health, to represent the allied health professions and advise Federal agencies 
and congressional committees. 

The Society of Nuclear Medicine Technologist Section believe that the manpower shortage 
is the greatest issue currently facing nuclear medicine technology. We urge your support for 
a comprehensWc federal iiiltiative. We believe there should be equity in the Federal 
government's support for the training of all health care professionals: allied health 
practitioners as well as physicians. An immediate response to this problem must be 
forthcoming to remedy the current manpower dilemma aiuJ deter a potentially more serious 
manpower shortage in the future. 
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Written Testimony 

Honorable Congressman Henry Waxinan 
Chair - Subcommittee on Health and the Environment 



J. F. Wintcrstcin, D.C. 
President 

The National College of Chiropractic 
Lombard, Illinois 



Mr. Cliairman, I am grateful for the opportunity to contribute my perspective on the Student 
Loan Reauthorization process, particularly as it relates to the chiropractic profession. For 
me and for those whom 1 represent, specifically the students of The National College of 
Chiropractic, this is of great signiflcance* 

First, allow me to clearly state that I support reauthorization of the educational loan 
programs that currently exist. Furthermore, I believe that it would be totally inappropriate 
for Congress to pursue the recommendation of the administration regarding exclusion of 
Podiatry and Chiropiactic students from the HEAL program for reasons which are ostensibly 
based upon the excessive default rates of the graduates of these professions. While I do not 
wish to excuse the defaults of chiropractic students, I am confldent that the full picture on 
defaults is not known at this time because there is little experience upon which to judge the 
potential defaults that will ensue from graduates of allopathic colleges. In short, I urge you 
not to judge any particular profession too harshly before all of the facts are in evidence. 
Frankly, it seems the Chiropractic profession has too often been given "short shrift," and I 
hope it does not happen once again. 

I cannot, of course, speak for graduates of pediatric medicine; however, I am well aware of 
the major efforts that have been made through the Association of Chiropractic Colleges, 
working in league with Mr. Michael Henningbcrg toward the reduction of defaults in the 
chiropractic profession. I do not know to what extent other professional colleges or to what 
extent proprietary schools have worked to address the default rates in their respective loan 
programs, but this has been an effort by the Association of Chiropractic Colleges for several 
years. 

I fully recognize the significance of any defaults within government programs, be they 
student loans or federally insured sMvings and loan institutions, and 1 for one want to 
participate in the solution for such problems. It is to this end that I nave attached a copy 
of the HEAL Default Reduction Policy of The National College of Chiropractic. We believe 
that there are contributions that can be made by the institutions, and we are committed to 
making those contributions. 

With your indulgence, I would make a few other suggestions: 

L Chiropractic physicians should be given the opportunity to perform public 
service in exchange tor federal loan forgiveness. 
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Z Chiropractic students should be included in the Health Professions Subsidized 
Loan (HPSL) program, a program from which they have been excluded from 
the beginning while all other heahh profession's !(tudcnts have been included. 
It seems to me that there would be little to loose by making this change 
inasmuch as only those institutions with a default rate of 5% or less are 
permitted to participate in HPSL, in any case. 

3. The HEAL repayment schedule is not equitable for graduates of chiropractic 
colleges inasmuch as the repayment begins on the day they graduate with no 
opportunity for obtaining licensure, a process that often consumes a full year. 
This should be rectified by extension of the grace period and by requiring 
repayment to begin within one year from giaduation. 

4. There is evidence that some of the large guarantors of HEAL loans actually, 
in a way, encourage defau lt because in so doing, they can turn the loan over 
for governnnent collection. Some of our graduates ha^e actually been told that 
this happens. The resuh in a lack of re>enforcement by the lending agency 
and the guarantor of the significance of personal responsibility in the 
repayment of these loans. 

5. I believe it would be appropriate for you to consider increasing the SLS 
program to provide students with $10,000 per year rather than the $4,000 that 
is currently allowed. 

6. Reform, I believe, is necessary and certainly valuable not only to the Federal 
government but also to the student who must learn the necessity of personal 
responsibility for debt. As a college president, I am willing to participate in 
these needed reforms but, at the same time, I would ask that acceptable 
default rates be "phased in" so that our students, our colleges, and our 
profession will not be ravaged by abrupt discontinuation of the relevant loan 
sources such as HEAL 

Mr. irhairman, I thank you again, and I assure you that if there is any other way that I can 
be ot assistance, I will make every effort to do so. 

Respectfully submitted, 
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